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Editorials 


THE 1932 ANNUAL MEETING 

The 1932 annual meeting held in Springfield, 
May 17-19th., will go down in history as one 
of the most successful meetings the Society has 
ever held. Everything that could have been 
arranged for the comfort of the members and 
guests at the meeting, was given careful con- 
sideration by the Committee on Arrangements. 

The Secretaries’ Conference held on Tuesday 
morning, was unusually well attended, and the 
program was an excellent one. This meeting 
is increasing each year in popularity, and the 
many secretaries of the component societies par- 
ticipated in the discussions of the highly inter- 
esting papers given at the conference. 

The Joint Session held on Tuesday afternoon, 
with an all invited guest program was well 
attended, and excellent papers were presented by 
our guests. Dr. E. H. Cary, President of the 
American Medical Association, Dallas, Texas, 
gave the principal address at the opening meet- 
ing on Tuesday evening, which was well at- 
tended. Dr. Cary gave one of his interesting 
talks which was of interest to the medical pro- 
fession, as well as to the many lay visitors 
present. 

Throughout the entire meeting, the pro- 
grams were carried out as planned, and it was 
the general opinion of all present that the So- 
ciety at an annual meeting, has never had 
a better balanced program than at the Spring- 
field meeting. 

The House of delegates held the usual two 
meetings, on Tuesday afternoon and on Thurs- 
day morning, and was well attended by repre- 
sentative delegates from most component socie- 
ties. The President, R. R. Ferguson, presided 
at the meetings of the House, in his usual ef- 
ficient manner, and much work was transacted 
by this Legislative Body of the Illinois State 
Medical Society. 

The President’s dinner, on Wednesday eve- 
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ning, was well arranged, and well attended. The 
dinner held at the Abraham Lincoln Hotel, was 
a most enjoyable function. There were no 
speeches at the dinner, as has been the custom 
in former years, and it was followed by the 
President’s Dance, and many tables playing 
bridge. 

The exhibits were well arranged, and highly 
interesting. They were attended 
throughout the entire meeting. All sessions and 
Section meetings were held in the same buildings 
which housed the exhibits, which is a most de- 
sirable arrangement. 

The Mayor of Springfield, the city police de- 
partment, committee on arrangements, with the 
general chairman, Don Deal, the Ladies’ Enter- 
tainment Committee, the Chamber of Com- 
merce, and the hotels, were all included in a 
resolution unanimously passed at the closing 
meeting of the House of Delegates, in a gen- 
erous vote of thanks for their assistance in mak- 
ing everyone feel welcome at the meeting. 

Following the closing meeting of the House 
of Delegates, the President-elect, John R. Neal, 
was inducted into the office of President, by the 
retiring President, Dr. Ferguson. Many mem- 
bers of the medical profession of Springfield, 
and groups from other organizations were pres- 
ent to pay tribute to their fellow member and 
townsman, Dr. Neal. 

The Peoria Medical Society extended an invi- 
tation to the House of Delegates for the 1933 
meeting, which matter was left to the Council 
following an investigation of the Peoria facili- 


also’. well 


ties. 
The following were elected by the House of 
Delegates : 
President-elect, Philip H. Kreuscher, Chicago. 
Ist Vice-President, Don Deal, Springfield. 
2nd Vice-President, E. C. Wilkinson, Danville. 
Secretary, Harold M. Camp, Monmouth. 
Treasurer, A. J. Markley, Belvidere. 


The Council 
[st District, E. H. Weld, Rockford. 
2nd District, E. C. Cook, Mendota. 
3rd District, R. K. Packard, Chicago. 
8th District, Cleaves Bennett, Champaign. 
11th District, Edwin S. Hamilton, Kankakee. 
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STANDING COMMITTEES 
Public Policy Committee 
W. S. Bougher, Chairman, Chicago. 
George Michell, Peoria. 
L. D. Smith, Chicago. 
Legislative Committee 
John R. Neal, Chairman, Springfield. 
Edward Bowe, Jacksonville. 
Thomas P, Foley, Chicago. 
Medico-Legal Committee (Two members to be 
elected) 
J. R. Ballinger, Chairman, Chicago. 
C. U. Collins, Peoria. 
Relations to Public Health Administration 
Tom Meany, Chairman, Chicago. 
Ralph Hinton, Manteno. 
T. B. Knox, Quincy. 
F, F. Maple, Chicago. 
Frank Heda, Chicago. 
Medical Education and Hospitals 
J. P. Simonds, Chicago. 
H. O. Munson, Rushville. 
W. R. Marshall, Clinton. 
Delegates to American Medical Association 
Chas. J. Whalen, Chicago. 
John' J. Pflock, Chicago. 
G. Henry Mundt, Chicago. 
Wm. D. Chapman, Silvis. 
T. O. Freeman, Mattoon. 
Alternate Delegates to American Medical 
Association 
M. I. Kaplan, Chicago. 
C. S. Nelson, Springfield. 
G. C. Otrich, Belleville. 
N. 8S. Davis, III, Chicago. 
C. B. Reed, Chicago. 
Permanent Historian, Irving S. Cutter, Chi- 
cago. 
SECTION OFFICERS 
Section on Medicine 
Walter H. Nadler, Chairman, Chicago. 
R, F. Herndon, Secretary, Springfield. 
Section on Surgery 
Sumner Miller, Chairman, Peoria. 
George W. Post, Secretary, Chicago. 
Section on Eye, Ear, Nose and Throat 
Frank Novak, Jr., Chairman, Chicago. 
G. 8. Duntley, Secretary, Macomb. 
Section on Public Health and Hygiene 
John W. H. Pollard, Chairman, Evanston. 
J. Howard Beard, Secretary, Urbana. 
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Section on Radiology 
P. B. Goodwin, Chairman, Peoria. 
Robert A. Arens, Secretary, Chicago. 
Secretaries’ Conference 

T. D. Doan, President, Palmyra. 

H. A. Felts, Vice-President, Marion. 

Elizabeth R. Miner, Secretary, Macomb. 

The House of Delegates voted to create a 
new Councilor District to be known as the 11th 
District, composed of the following counties, 
DuPage, Kendall, Will, Grundy, Kankakee, 
Ford and Iroquois. Lake County, formerly in 
the 3rd Councilor District, was placed in the 
Ist District. 

It was the general opinion of those present 
that the 1932 annual meeting was one of the 
most successful meetings, from every standpoint, 
that the Hlinois State Medical Society has yet 
had. 





DOCTOR SLOAN APPOINTED A MEMBER 
OF THE JUDICIAL COUNCIL OF 
THE A. M. A. 

At the New Orleans meeting of the American 
Medical Association last month Dr. E. P. Sloan 
of Bloomington was appointed a member of 
the judicial council by Dr. E .H. Cary, Presi- 

dent of the American Medical Association. 

Dr. Sloan is a past president of the Illinois 
State Medical Society. For several years he has 
served as a delegate from Illinois to the Amer- 
ican Medical Association. In these and in many 
other capacities Dr. Sloan has served his profes- 
sion ably and well. Dr. Sloan is a thorough expo- 
nent of the theory that the practice of medicine 
should be directed as well as practiced by the 
physicians instead of being directed or practiced 
by welfare workers, nurses, opportunists, day 
dreamers or medico-politico tight rope walkers. 

Dr. Sloan is in touch and in sympathy with 
the aims and needs of the profession. He is one 
of the ablest men in the medical profession for 
the position of member of the judicial council. 
We bespeak for Dr. Sloan as a member of the 
judicial council a popular and successful admin- 
istration of the affairs of the American Medical 
Association, : 

President Cary is to be congratulated upon 
this appointment of Dr. Sloan’s. This is a dele- 
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gation of power to hands and brain trained to 
its use and incapable of its abuse. 





MRS. DOCTOR T. 0. FREEMAN, CANDI- 
DATE FOR TRUSTEE OF THE UNI- 
VERSITY OF ILLINOIS 

Mrs. Nellie V. Freeman, wife of Dr. T. O. 
Freeman, Mattoon, Illinois, at the recent Demo- 
cratic state convention was nominated as a can- 
didate for trustee of the University of Illinois. 

Mrs. Freeman is a graduate of the Mattoon 
high school and attended the University of Chi- 
cago. She has always been interested in educa- 
tional affairs, having taught school before her 
marriage and later served for five years as vice- 
president of the State Parent Teachers Associa- 
tion. 

Mrs. Freeman is at present president of the 
Woman’s Auxiliary of the Illinois State Medical 
Society and is also a member of the board of 
directors of the Woman’s Auxiliary of the Amer- 
ican Medical Association. 

The proper management of the University of 
Illinois is of vital concern to the medical pro- 
fession. Thousands of future physicians will re- 
ceive their medical education in the State Uni- 
versity. It is highly important that medical edu- 
cation of future doctors be conducted along 
proper channels. The attitude and outlook of 
affairs medical for embryo doctors will depend in 
a large degree on impressions gained in their 
student days. 

We know of no better way to put over the 
great message of a proper medical education 
than to have the affairs in the State University 
directed in a large measure by physician trustees. 

In the election of Mrs. Freeman to the posi- 
tion of trustee of the university the medical 
profession is assured of always having a friend 
at court. 





MEDICAL ADVERTISING SOLICITOR 
WANTED 

The ILLINoIs MepicaL JouRNAL desires in 
Chicago and in each of the principal cities in the 
United States solicitors, preferably persons with 
medical advertising experience. No guaranteed 
salary. Compensation solely on commission 
basis. 

Illinois Medical Journal, 
185 N. Wabash Avenue, Chicago, Illinois. 
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TESTIMONY OF PHYSICIANS AT THE 
HEARING OF THE SHEPPARD- 
TOWNER MATERNITY NOW UP 
FOR RE-ENACTMENT 


The Sheppard-Towner menace is again a near 
cloud on the horizon. Drs. William D. Chap- 
man, and William C. Woodward, of Illinois, 
George W. Kosmak of New York, Holman Tay- 
lor of Texas and Drs. C. B. Wright and H. M. 
Johnson of Minnesota appeared before the com- 
mittee on commerce of the United States Sen- 
ate on Feb. 4 and 5, 1932, for a hearing of 
§.572—a bill to provide that the United States 
shall co-operate with the states in promoting the 
general health of the rural population of the 
United States and the Welfare and Hygiene 
of Mothers and Children. Their testimony was 
in opposition to that of proponents for the bill. 

As a matter of general information and edu- 
cation to the profession as to how practical poli- 
tics handles its socialistic measures against the 
profession and as to the combatting of this in- 
justice by the profession we quote from the tes- 
timony of Drs. Chapman and Woodward. 


STATEMENT OF DR. WILLIAM D. CHAPMAN, 
SILVIS, ILL, 


The Acting Chairman: 
name and residence. 

Doctor Chapman: My name is William D. 
Chapman, physician and surgeon in a railroad- 
shop town, Silvis, Ill., the common garden va- 
riety of physician. 

The Acting Chairman: Proceed. 

Doctor Chapman: I do not want to take up 
much time with figures, and I will try not to 
repeat things which have been gone over. But, 
while on the subject of the Minnesota figures, I 
would like to incorporate in the record that the 
Illinois figures from 1922 to 1929, during the 
period when all of these States except three were 
operating under the Sheppard-Towner Act, 
show the infant mortality rate dropped from 78 
in 1922 to 61 in 1929. Our drop measures up 
very nicely with that of the States—. 

Senator Copeland: What are the figures? 
What do they cover—maternal death rate? 

Doctor Chapman: Infant mortality. Illinois 
was not in the registration area prior to 1922, 
lut from 1922 to 1929 the maternal death rate 
stayed at 6, except 5 in 1922, and 7 in 1929, 
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which leaves it an average of 6 for the period, 

The only other figures which I think the com- 
mittee is especially interested in just now is jn 
the difference in the mortality rate in Illinois, 
urban and rural. The Illinois urban death rate 
in 1927 was 11.9 and the Illinois rural death 
rate for the same year was 10.5. The difference 
in the death rate is in favor of the rural com- 
munities. 

I think that it would be a waste of the com- 
mittee’s time for me to go over or endeavor to 
go over or rehash things that were said this 
morning, but I do think I did not hear the 
proper perspective built up for the matter we 
are considering. If folks are ever to get to- 
gether on a common ground upon any subject 
under consideration, it seems to me that the first 
necessity is the building of perspective—a com- 
mon viewpoint makes all the difference in the 
world in the things which we see. 

In this proposal we have several factors, first 
of which is the medical profession, which I be- 
lieve has not been damaged in any way by the 
action of the Sheppard-Towner Act workings 
during its seven years of operation. It would 
be well for us to recall what the medical profes- 
sion is and I would define it as a group of 
health experts who claim two things and two 
things only: That they have studied the health 
history of the world for a period of some 2,300 
years, and that they stand ready to spread that 
record for the benefit of people who ask. I think 
that you will find that the profession never goes 
out of its way to force its attentions upon any- 
body who does not ask. 

Senator Copeland: Is not that one reason, 
at least, why we need to have some machinery 
like this, because that is the unwritten law in- 
deed, of the medical profession ? 

Doctor Chapman: That would depend on 
how you look at it, Senator. For folks who 
feel confidence in their ability to obtain that rec- 
ord and spread it for their own benefit, the 
medical profession should feel charitable humor, 
and for the most part is inclined to acquiesce, 
sc long as these folks do not damage their neigh- 
bors. Whenever, through matters of infectious 
diseases, for instance, their neighbors are in- 
jured by the private spreading of false records, 
then it becomes the duty of the profession to 
protect the people. who look to. it for advice 
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against damage, and we have endeavored to do 
that. 

In considering the matters brought up in the 
bill, I would submit, although I know it is an 
opinion that varies with some that have been 
expressed here today, that the care of maternity 
and infancy is the practice of medicine, for this 
reason: ‘The practice of medicine consists of 
the approach to a patient, observation of all the 
factors to be seen, correlation of these factors, 
interpretation of the finding, and treatment. 
When a woman is pregnant, either she needs 
treatment or she does not need treatment. Dur- 
ing a normal pregnancy, no woman is in need 
of any more care than the same woman is at 
any other time. Her own body physiology takes 
care of itself just as nicely during pregnancy as 
at any other time. A nurse can take perfectly 
good care of this woman, but no better care 
than she can take of herself. When any aberra- 
tion of physiology shows, then more than that is 
needed. The nurse is trained. She is trained 
to observe and to report; she is not trained to 
correlate, nor interpret, nor to treat. If she 
exceeds her authority and does one of those three 
things, then she is practicing medicine without 
license. So the field of welfare work is dis- 
tinctly limited in that connection. She is trained 
to observe and to report. The pregnant woman 
is subject to all of the ills and ailments which 
might bother her at any other time, plus a few 
more, one of which, as the doctor stated this 
morning, is the matter of toxicity. Whenever 
anything shows, the diagnosis, the interpreta- 
tion, is not a nursing problem; that bélongs to 
the medical profession, and it is proper in gath- 
ering that perspective—I think it is quite proper 
—to state that in the United States in all his- 
tory every public health measure which has ever 
been proven to have value and which has re- 
mained permanent has not only originated with 
the medical profession but it has been fought for 
and pled for and begged for, and put over by 
the members of that profession. 

Senator Moses: And also carried into effect ? 

Doctor Chapman: And also carried into ef- 
fect by that profession. Extraneous health ad- 
vice comes to all ‘communities, and all people, 
and all legislatures, and the National Congress 
from very many sources. This is one. I think 
that I qualify as one of the original objectors. 
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I have been objecting since 1916, before the 
Sheppard-Towner act was born. The Sheppard- 
Towner act was one of a group, and this is one 
of a group, which I think—and I am thoroughly 
and honestly convinced—carries a lethal menace 
to this country. 

Senator Moses: What kind of a menace? 

Doctor Chapman: Lethal; and I mean it that 
way—will kill the country, if enacted as perma- 
nent legislation and maintained among our laws. 
It is only one of a group. We have been both- 
ered with them, especially since 1915, and we 
have hoped that there would come a time when 


‘public opinion would so recognize them that this 


danger to our Republic would be removed. The 
danger lies in the paternalistic change in the 
form of our government. The United States has 
had two forms of government already. It was 
a democracy and had no more credit or stand- 
ing internationally than Russia has today. The 
minute it promoted itself to be a Republic it 
entered another phase of governmental activity, 
which is entirely normal and entirely right. I 
have no quarrel with politics; I think it is neces- 
sary—politics, political play, political search for 
votes—all are honorable, right, and proper in a 


Republic. I would not quarrel with that for a 
minute. 
Senator Copeland: I would. It would de- 


pend on which party is in power. (Laughter.) 

Doctor Chapman: But if any man convinces 
himself—himself, not somebody else—if any man 
convinces himself that a bill is not in the good 
interests of the country, but is to its bad interest, 
then that bill becomes to him a situation where 
politics is out. That has generally been recog- 
nized in the State legislatures and in the Na- 
tional Congress, and I have been very proud to 
feel it is so. 

In Illinois, about 11 years ago, we had a heavy 
afternoon with the senate committee discussing 
the matter of the Sheppard-Towner Act. From 
that afternoon on we have never been threatened 
with anything of the sort. At that time the wo- 
men’s clubs of our State really believed—the 
members really believed—that the members of 
the Illinois State Medical Society wore hoofs, 
horns, ate smoke, and breathed fire, and they 
were influenced in— 

Senator Copeland: Are you speaking now 
about a bill for your own State? 
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Doctor Chapman: The enabling act of the 
Sheppard-Towner law. The legislators were 
fearsome. There was such a volume of voice in 
favor of the legislation that they thought it was 
right. After a period of about four years senti- 
ment changed and at the present time I do not 
have the least trouble in Illinois in talking to 
women’s club audiences on this subject. 

Doctor Kosmak, I believe, or somebody, this 
morning was of the opinion it was a hard matter 
to speak of it before a women’s organization. I 
assure you that in Illinois it is not a hard matter 
to discuss. We have come to an understanding 


which is entirely sociable all around. The wo-- 


men’s clubs do look to the State medical society 
for advice in health matters. The State society 
does supply them with advice in health matters 
at very great expense to its members—speakers, 
radio talks, newspaper articles, movie-picture 
shows, and extensive publicity campaigns. 

We feel we have done well without the Shep- 
pard-Towner law in operation; and, on account 
of the paternalistic effect contained in this bill, 
which I am sure is as bad as any the United 
States could incur, I am here to voice opposition 
to the bill. 

In the matter of hygiene, there are only about 
so many things to be taught; it is not an ex- 
tensive program. Over-teaching can do no good. 
The bill as prepared would provide presently for 
the expenditure of some $5,000,000 or $7,000,- 
000 a year total, and I say to you in all earnest- 
ness, that all of the education which could be ac- 
complished can be contained in about a 25-page 
brochure, which could be put out at infinitesimal 
expense, under the auspices of the United States 
Public Health Service. 

Senator Copeland: What are you going to 
do with the illiterate families ? 

Doctor Chapman: They will not read it. You 
will not reach them, anyway. People who can 
read will not read it. Some people will. The 
highly literate and the illiterate will ignore it, 
and along the middle you will find a group which 
will read literature you put out; also, you will 
find that some of this group are willing to listen. 

The Acting Chairman: Would you say this 
bill contemplated more than passing out book- 
lets ? 

Doctor Chapman: I would say it did. 

The Acting Chairman: It would depend 
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wholly upon your State what you wanted to do. 
If you wanted to spend the money, if it were 
approved, you could spend the money getting 
out booklets ? 

Doctor Chapman: My State is barred if the 
thing goes through that way. 

Senator Moses: With all the money available 
—$7,000,000, you can undertake to give oral in- 
struction to every prospective mother? 

Doctor Chapman: No; it would not do any 
good if you did. The value of education depends 
upon two things: First, upon who does the edu- 
cating—in this case, whether doctor or nurse; 
second, upon the ability of the audience, the re- 
cipients, to assimilate education. There are 
people who can not be educated. 

Senator Copeland: There are some doctors 
who can not teach. 

Doctor Chapman: 
who can not teach. 

Senator Copeland: Doctor, you certainly do 
not mean if we were to pass this bill and Illinois 
should determine to take its share of the money, 
that that is the way it would be expended in 
your State? 

Doctor Chapman: No; I think at the present 
time Illinois would not consider taking their 
part in any such thing. 

Senator Copeland: 
worry about Illinois? 

Doctor Chapman: [Illinois has to worry about 
this, because Illinois is one of 11 States which 
in 1927 paid 95% of all cost. 

Senator Copeland: If you are expecting to 
get sympathy, you will not. My State paid 
one-third of it. 

Doctor Chapman: It is not an adequate, 
proper arrangement at all. 

Senator Copeland: Do you mean to say there 
is no good in this sort of work that might be 
done under the operation of this bill? 

Doctor Chapman: I could not speak for the 
American Medical Association in a flat yes-or-no 
answer. I can give a personal opinion, that there 
is none at all. 

Senator Copeland: 
( Laughter.) 

Senator Moses: I do not want to cross-eX- 
amine. He is doing well enough. 

Doctor Chapman: I do speak for the Illinois 
State Medical Society. I was their president 


There are many doctors 


Then we do not have to 


Well, he is your witness. 
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last year and I know their temper, and I have 
authorization from the secretary and chairman 
of their council. 

Senator Copeland: Have you in Illinois facili- 
ties by which you are going to give such proper 
education as you have been discussing here this 
afternoon? Are you going to educate your peo- 
ple through your State society? 

Doctor Chapman: Honestly, Senator, we 
have done right well for the past seven years. 

Senator Copeland: I think you have in your 
State. 

Doctor Chapman: We have. 

Senator Copeland: Do you think that is true 
of every State in the Union? 

Doctor Chapman: Oh, no; nor of people in 
every community. The capacities of people vary. 
You can not make people take things they do 
not want. Some people do not have the capacity 
to assimilate education they do want. 

Senator Copeland: Do you think on that 
account we should not make an effort to reach 
people who do not want it? 

Doctor Chapman: My own method of doing 


that would be to allow the United States Public 


Health Service to function in a normal capacity, 
as it has done in the past. 

Senator Copeland: As a part of this program? 

Doctor Chapman: I know of no reason why 
the Surgeon General of the United States Pub- 
lic Health Service should be subjugated in his 
activities and in running his own department to 
a lay board who can outvote him on any propo- 
sition that comes up at any time. 

The committee will presently listen to some 
very pathetic stories of great need. With the 
chairman’s permission I want to-relate one which 
is the most pathetic I can think of. It will not 
be long and there is no intent to be funny. 

To illustrate a point, most of my obstetrical 
practice is in hospitals, but occasionally I make 
a delivery by the light of a kerosene lamp. One 
time I delivered a woman of a baby in a tent 
pitched on a manure pile, beside a siding which 
was used for the cleaning of stock cars. There 
were stock cars on the track at the time. It was 
in emergency. I had no time to move the wo- 
man to a hospital. I*could not even have got 
her to the roadside after I got there. The labor 
was nearly finished. I never saw a more squalid 
layout—“squalid” is not the name, for it was 
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worse than that, and I can not recollect a situa- 
tion in which there was a higher tetanus hazard. 
She was a Belgian woman, but she was as black 
as a Mexican, and the cinders were incrusted on 
her skin so it rattled when scratched, and I had 
no time to clean her up. The baby was born in 
a few minutes. 

I was back the next day. Everything was all 
right; no trouble at all, and the woman who had 
been with her rode back to town with me. While 
I was in the tent the woman said, “Doctor, what 
do I owe you?” Our custom was to charge $35 
for confinement outside of the hospital, and my 
nerve failed me. I said, “You owe me $20, but 
you don’t need to hurry about it. I don’t care 
whether you bring it in soon at all or not.” 

She reached under her pillow and pulled out 
a roll of bills that could have been divided in 
such fashion that it would choke four grown 
bull dogs, peeled off a $20 bill and gave it to 
me. 

The woman who rode back to town with me 
said, “They live that way because they want 
tc. They have both got money. Both were 
married before, and both collected insurance 
from their dead husband and wife.” 

You will hear pathetic stories from other 
States, and I assure you that the people who 
live in the hills of Kentucky or who live in other 
places that are out of the way in the United 
States live that way because that is the way 
they know how to live. Many of those people 
are the healthiest people you can imagine. 

In the effort to build up maudlin sympathy 
for some of these people who do not want your 
sympathy a great many words have been ex- 
pended. I think that it would be a great advan- 
tage if the members of this committee can keep 
in mind a reasonable perspective of the United 
States as it is in its final consideration. Wit- 
nesses before the committee can not help the 
committee in forming its judgment. 

If there are any questions, I should be very 
glad to answer them. I thought I saw in read- 
ing the bill a point or two which would be very 
hard for the Supreme Court to pass favorably 
upon. One was the one which was mentioned 
this morning regarding the States which had ac- 
cepted, for example, Mrs. Gray’s mention this 
morning of the Massachusetts court debacle. I 
suspect if I were endeavoring to get a bill before 
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a court which declared it had no jurisdiction, I 
should find some citizen some time who was will- 
ing to claim that he had personally been dam- 
aged, and I believe that I would get further be- 
fore the court. That will happen some day. 
Some patient will die, and the husband, the 
widower, will be aggrieved enough that he will 
file complaint, and if a children’s bureau nurse 
is found guilty of practicing medicine without 
a license in a State in violation of the State 
medical practice act, there will be a subject for 
the courts. I think that all States now have 
medical practice acts. 

I thank you, gentlemen. You have been kind. 

Senator Copeland: Mr. Chairman, what was 
the proposal of the Secretary of the Treasury 
about the amendment? Do you remember what 
he said? 

The Acting Chairman: I do not remember 
the particular amendment. I thought we would 
look over and consider those when we go to write 
up the bill. 

STATEMENT OF DR. WILLIAM C,. WOODWARD, 

LEGISLATIVE COUNSEL FOR THE AMERICAN 

MEDICAL ASSOCIATION, CHICAGO, ILL. 


The Acting Chairman: Doctor, please state 
your full name, residence, and the position you 
occupy. 

Doctor Woodward: My name is William C. 
Woodward; legislative counsel for the American 
Medical Association, 535 North Dearborn St., 
Chicago, II. 

I am a licensed physician, practiced medicine 
in the District of Columbia as a physician to 
the poor, helping out the midwives in the alleys, 
highways, and byways of my district. I was 
coroner of the District for somewhat over a year. 
I. had the duty of investigating every death of an 
infant that occurred by practice of a midwife. I 
was for 24 consecutive years health officer of 
the District. I was for four years health com- 
missioner of Boston. I have been president of 
the American Public Health Association, Con- 
ference of State and Federal Provincial Health 
Societies, and of what was then known as the 
American Association for the Study and Pre- 
vention of Infant Mortality, now known as the 
American Child Health Association, of which 
the President of the United States is at the 
present time president. I speak with respect to 
qualifications . 
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Senator Copeland: You are thoroughly quali- 
fied. I would have admitted it before you spoke. 

The Acting Chairman: Are you appearing 
here as the representative of all those various 
organizations ? 


Doctor Woodward: I am appearing here 


only representing the American Medical Asso-. 


ciation. 

The Acting Chairman: You are here pur- 
suant to a resolution of that association ? 

Doctor Woodward: Pursuant to a resolution 
adopted with respect to legislation of this char- 
acter generally. Since this bill, or several bills 
now pending before Congress have been iutro- 
duced, the board of trustees, which act in the ab- 
sence of the house of delegates, has authorized 
my appearance. 

The Acting Chairman: Are they supposed to 
speak for all the members of the association ? 

Doctor Woodward: Through the house of 
delegates. The house of delegates is made up of 
elected representatives from the several State 
medical associations, the number of delegates 
being proportioned to the members in the State 
organization. That is the official legislative 
body of the American Medical Association ; that 
has spoken for the association. 

Senator Moses: How many members are there 
in the association ? 

Doctor Woodward: About 95,000. 

Senator Moses: I am sure Doctor Woodward 
does not mean that he speaks for all of the 
95,000 individuals, but there is no doubt that 
the American Medical Association is opposed to 
the bill; is that right, Doctor? 

Doctor Woodward: I did not catch the last 
of your question. 

Senator Moses: I said I had no doubt that 
the official organization is opposed to the bill. 

Doctor Woodward: Not the official organiza- 
tion; I should say the organization, because the 
representatives of the entire membership have 
spoken. They speak for the 90,000 members 
exactly as the Congress of the United States 
speaks for the people of the United States. 

Senator Moses: And no more and no less? 
(Laughter. ) 

The Acting Chairman: We do not come any- 
where near speaking for all the people. (Laugh- 
ter.) 


Doctor Woodward: The poor citizens who 
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have to contribute to pay for subsidies have to 
submit when you speak. 

The Acting Chairman: That is true, but you 
can not bind all the members of the American 
Medical Association, however. 

Senator Copeland: Does that mean that all 
the members of your organization who are not 
opposed to this bill have to accept what is done 
by the organization; I mean those in favor of 
the bill? Of course, there are many physicians 
in favor of the bill? 

Doctor Woodward: They are at liberty to 
speak personally, as you will find Doctor Mc- 
Cormick and Mrs. Haines, who expect to speak 
in favor of the bill. They are both good mem- 
bers of the American Medical Association; they 
are exercising their rights. 

The Acting Chairman; I have received a 
great many letters from doctors, members of the 
association, expressing themselves to the con- 
trary. 

Doctor Woodward: And some opposing ? 

The Acting Chairman: A good many oppos- 
ing, but a good many for it. 

Senator Copeland: Of course, most of them 
do not know anything about it. They have not 
given it any study? 

The Acting Chairman: I think that is true. 

Doctor Woodward: I am glad you mentioned 
that, Doctor Copeland, because I think the same 
thing is true to even a greater extent with re- 
spect to the General Federation of Women’s 
Clubs. I believe that by and large the 90,000 
members of the American Medical Association 
and the other readers of medical journals are 
better informed with respect to this matter, not 
only because of their education and training, but 
because of their reading of the medical journals, 
than are the 4,000,000 members of the General 
Federation of Women’s Clubs. 

I attended a conference in Illinois within the 
past two years, with a group from one of the 
local organizations. We were discussing legis- 
lation on this same subject that was then pend- 
ing. After probably five minutes discussion, it 
occurred to me that possibly some of them had 
not read the bill, and I interrupted to say “I 
presume you have read the bill,” and it devel- 
oped that not a member of that group had read 
> bill, and yet they were there in opposition 
0 it. 
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Senator Copeland: How many members of 
the American Medical Association have read the 
bill? (Laughter.) 

Doctor Woodward: I have not had an equal 
opportunity of testing that out. (Laughter.) 

I should like to clear up, with the permission 
of the chairman, one or two matters that were 
discussed this morning. I was particularly in- 
terested in the letter that was submitted from 
the Secretary of Labor. The Secretary of Labor 
has on more than one occasion written letters 
in which he has referred to the influence of the 
Sheppard-Towner Act in reducing maternal and 
infant mortality. So far as known he has never 
yet submitted figures that undertake even to jus- 
tify that opinion. 

I venture the assertion, as I hope to show, if 
T am allowed the time or allowed to file what I 
have here, that there is absolutely no basis for 
that opinion. ! 

Senator Copeland: I do not want to be con- 
troversial, but how would you attempt to prove 
that the work you and I did in public life ever 
did any good? That is a fair question. How 
could we determine that? We think it did. You 
and I have not the slightest doubt of it; the. 
public has not. But, after all, if it were neces- 
sary to find some statistics to prove that what 
we did actually resulted in’ lowering the mor- 
tality rate or morbidity, it would be extremely 
hard to prove that was due to our efforts. 

Doctor Woodward: It would, unless you make 
a study of particular groups or of particular dis- 
eases or particular localities; unless you make 
a preliminary study for a certain period and 
establish certain norms for the community, and 
then put into operation your new method and 
check up on the results, on the basis of the pre- 
viously established norms, it is extremely diffi- 
cult. 

The next best thing is, of course, to take 'a 
new method and without waiting to establish 
a norm with respect to a particular disease, 
group, or locality go back and see what the rec- 
ord is. 

Senator Copeland: You take the matter of 
measles in New York City. We thought we had 
a remarkable record in measles, but some how or 
other, by something we had done, we had reduced 
the incidence of measles, but last year they had 
the worst year they ever had in years. past. 
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Doctor Woodward: 
pected it. 

Senator Copeland: Yet, after all, when you 
come to measure the actual results of our efforts 
in the improvement of public health, 1t is pretty 


They might have ex- 


hard to measure them in standards that would 
meet the acid test of critical study. 

Doctor Woodward: The best method we have, 
the best indication, of course, is the death rate 
differential. With respect to death rates, I would 
say this, that it takes an expert, and an honest 
expert at that, to interpret them. With respect 
to the present situation, however, death rates, 
foreign and American, were considered an ade- 
quate basis for the enactment of the law in the 
first instance. We were told that the death rates 
in the United States were much higher rela- 
tively than they were in foreign countries. At 
any rate, they were accepted; and on that ac- 
count we feel we are entitled to rely on death 
rates at the present time. We know that there 
is no basis for comparing the maternal and in- 
fant death rates in the United States with those 
of foreign countries. That has been admitted by 
the Census Bureau. It has been admitted by 
representatives of the League of Nations, and 
only recently a former medical officer of health 
of. Great Britain, who has been employed by 
one of the great foundations to investigate com- 
parative methods in the practice of medicine 
in the different countries, after undertaking to 
determine some way of making such compari- 
sons, has announced the impracticability of it at 
the present time. 

I have here a statement from the United 
States Census Bureau. I try, of course, as a 
man who is not engaged in active practice or 
active statistical work at the present time to cite 
authorities. In the 1924 Annual Report of the 
Bureau of the Census, Mortality Statistics, 1923, 
published in 1926—which happens to be the 
latest statement I could obtain, the United 
States Bureau of the Census said: (Reading) 

As already pointed out, the classification of deaths 


from puerperal causes differs greatly in different coun- 
tries. Higher rates in one country than in another, 


therefore, do not necessarily mean higher mortality 
from these causes. However, as— 


And I ask you to mark this in view of the fact 
that we are going to make comparative statis- 
ties in our own country and in particular locali- 


ties in our country. 
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However, as classification in a given country pre- 
sumably differs but little from year to year, the rates 
do presumably serve as useful measures of mortality 
from these causes within the country itself. 

And then there are some figures which it is 
hardly worth while to read at the present time, 
So that, even on that basis, our maternal mor- 


tality does not compare unfavorably with that 
of other countries. If you care to have them 
read I should be glad to read them. 

Senator Copeland: They should be in the 
record. 

Doctor Woodward: (Reading:) 

Comparing the rates of 1923 with those of 1915, for 


puerperal septicemia, the United States shows the same 
rate for both years; England and Wales a reduction 
of 13.3 per cent in its rate; Australia an increase of 30.8 
per cent; New Zealand an increase of 137.5 per cent, 


and Scotland the same rate for both years. 
For other puerperal causes, the United States shows 


an increase of 5.4 per cent; England and Wales a de- 
crease of 7.4 per cent; Australia an increase of 17.2 
per cent; New Zealand a decrease of 15.4 per cent, and 
Scotland an increase of 7.1 per cent. 

That gives the trend of maternal mortality in 
those countries. 

What I desired to emphasize, however, with 
respect to the position of the Secretary of La- 
bor, was not his reference to maternal and infant 
death rate, but his attitude with respect to Fed- 
eral subsidies generally. There was passed last 
year what was commonly referred to as the 
Wagner bill for the purpose of establishing Fed- 
eral State employment agencies. The bill, as 
you recollect, died as the result of pocket veto. 
The President, in explaining why he had al- 
lowed it to die, gave out a letter that had been 
written to him by the Secretary of Labor con- 
cerning the bill, and this is one of the reasons 
why the Secretary of Labor thought that bill 


might well die. (Reading:) 

There are a great many other objections to this bill. 
The whole question of Federal subsidy to State govern- 
ments is subject to the great question that in some 
States it would be used to set up agencies, given over 
largely to politics. In others the Federal appropriations 
would be used merely to relieve the State of one-half its 
present expenditure, with no increase in services. There 
is no provision to guarantee:the character of State em- 
ployees who would be partly paid by Federal funds. 
There can be no basis in our form of government for 
the Federal Government to force State legislative poli- 
cies, such as this bill might imply. The measure pro- 
vides for the establishment of 49 advisory councils, 
which means the widest variety of opinion and the 
maintenance of permanent friction, dispute and interfer- 
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ence with administration. It would be difficult to devise 
a better plan to defeat the unification of employment 
policy. 

That is quoted from the United States Daily, 
March 9, 1931. 

Senator Copeland: 
the Secretary of Labor ? 

Doctor Woodward: That is a statement of 
the Secretary of Labor, and given to the public 


by the President. 
Senator Copeland: 

here 24 years? 
Doctor Woodward: Fifty years and more. 
Senator Copeland: ; Then, you know very 


well that was pure politics? 
Doctor Woodward: I see that in all good 
politics. . 
Senator Copeland: 
reasons. I will take out the “pure.” 


ter.) 

The Acting Chairman: I do not think it ap- 
plies to this bill at all. 

Doctor Woodward: I cited his opinion of 
Federal subsidy. If Federal subsidy is bad for 
an employment agency, we might regard it as 
being equally bad 

The Acting Chairman: 


applies to this bill. 
Doctor Woodward: ‘They are both subsidies. 


Then, we will go to another department. The 
President appointed a National Advisory Com- 


mission on Education, and this is what the Na- 
tional Advisory Commission on Education re- 
ported with respect to subsidies in education 
(reading) : 

The apparent danger that lurks in all our more recent 
attempts to inject the Federal Government into educa- 
tion in the local communities is that it has not always 
nor even generally manifested that tender regard for 
local modes of management which has characterized 
State and county cooperation with focal schools. Fed- 
eral agencies, frequently tend to set up modes of man- 
agement highly centralist in spirit and effect, wherever 
they have tried to work in cooperation with state-wide 
agencies and local boards. Their right to approve and 
to reject plans submitted by the States, involving details 
of both administration and instruction, is not in harmony 
with the indigenous American spirit of local and decen- 
tralized management which has always yielded certain 
and good results given adequate time. It is the spirit 
of local self-government native to the American people 
which dominates most of our educational affairs in the 
48 States. The centralists’ attitude, already apparent 
where the Federal Government touches education in the 
States, is felt to be contradictory to our normal ways 


That is a statement of 


Doctor, you have tived 


No; it was for political 
(Laugh- 





I do not think that 
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of conducting educational affairs, and hence arouses 
popular distress. 

And then, after an ellipsis— 

The matching of Federal money grants, with State or 
local funds whether their use is for general or special 
educational purposes, is a policy not to be favored in 
the field of education. 

Senator Copeland: I am in the fullest ac- 
cord with that whole statement, because the 
purpose of the Bureau of Education, of a de- 
partment of education, would be to determine 
how the instruction should be given, who should 
give it and the quality of the instruction. That 
is not contemplated by this bill. The practical 
application of this bill is made by the State to 
enter, as the language so sympathetically and 
tenderly provides, into the wishes of the State. 
Rut there it was sought to superimpose on edu- 
cation in this country a dictation as to what 
should be taught in the colleges and how it 
should be taught. That is not involved here, 
Doctor. I do not think the case is parallel at 
all. 

Doctor Woodward: Then, I think I have very 
greatly misunderstood the purpose of this bill, 
because I have understood it and I think it was 
represented here as primarily an educational 
measure. 

Senator Copeland: Educational as regards 
the effect and sympathetic desires of the individ- 
ual States. 

Doctor Woodward: When it comes to limit- 
ing this work to rural and infant hygiene, I 
would like to call attention to a clause that was: 
brought into the discussion this morning, be-' 
fore going to the body of what I have to say, 
and that is with reference to the coordination of 
State and Federal work. 

Senator Copeland: 
line 8? 

Doctor Woodward: 

( Reading :) 

That the plans submitted shall include promoting the 
establishment of local health services for mothers and 
children and shall provide that where county or other 
local general health services are established or being 
planned the work undertaken under the terms of this 
act in such county or other local health unit shall be 
coordinated with the general health services so as to 
provide or make effective the services of the local unit 
to mothers and children. 

If you are going to coordinate the work for 
mothers and children with the general health 


On page 7 of the bill, 


Beginning on line 2. 
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work of the community, that involves, mani- 
festly, the authority to require that the general 
health work shall be adapted so as to coordinate 
itself with the work for mothers and children. 
You can not coordinate the two unless there is 
a matter of give and take on both sides, and in 
that case you are going outside of the field 
even named in this bill. 

Senator Copeland: Now, since I raised that 
question, I would like to say this: I would not 
think at all that the language in this bill would 
give this bureau in Washington authority to tell 
the local health unit how it should do its work 
with reference to inoculations and physical ex- 
aminations. But the money used by that local 
unit which came from this appropriation would 
he used in harmony with the purposes of the act 
and in that sense it would be coordinated with 
the activities of the local agency. 

Senator Moses: Senator, you have just called 
for approval of the children’s bureau of detailed 
plans for carrying out the purposes of this act. 
It does not say anything about merely being in 
harmony with the desires of the promoters of 
the legislation. The detailed plans must be ap- 
proved, and if they are approved by the chil- 
dren’s bureau, section 10 “the children’s bureau 
shall, upon request of a majority of the board, 
withhold any further certificate provided for in 
section 9 hereof whenever it is determined as to 
any State that the agent thereof has not prop- 
erly expended the money paid to it or the 
moneys herein required to be made available”— 

Senator Copeland: It is perfectly clear what 
the intent is, that the State shall not use that 
money for any other than the specific purpose 
indicated in the bill. 

Senator Moses: But even the detailed plans 
for using it have got to be approved. 

Senator Copeland: There might be a limit 
to the detailed plans, and I think that has been 
thoroughly covered. The witness spoke about 
the White House. What was the attitude of the 
White House on this particular matter ?. 

Doctor Woodward: There was a medical 
committee appointed, I think, that discussed the 
relation of the infant and maternal welfare work 
throughout the country, and with the exception 
of one member all agreed that if the work is to 
be done it should be transferred to the Public 
Health Service. That one member dissented 
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and because of her dissent the report of that 
committee has been suppressed. If this com- 
mittee wants it, I presume it can send for it. I 
understand it is not to be published. 

Senator Copeland: I was in that White House 
Conference. My understanding is there was a 
little row. 

Doctor Woodward: 
step but one member. 

Senator Moses: Why can we not get that re- 
port? 

Senator Copeland: Yes, I wish we might. 

Doctor Woodward: Now, as to the scope of 
the work. I think that might well be cleared up. 

These are extracts from certain approved plans 
submitted by State authoritiés, acquiesced in by 
Federal authorities under the Sheppard-Towner 
Maternity and Infancy Act. In each case the 
plans were submitted by the particular State 
agency administering the funds locally, and all 
such plans were stamped “Approved by Mater- 
nity and Hygiene Board.” These memoranda 
are taken from the original plans. (Reading:) 

California, in plans submitted June 7, 1926, made 
provision for publication of three pamphlets during the 
year, one on smallpox vaccination, one on “immunization 
with diphtheria” and one on the handicaps caused by 
tonsils and adenoids. 

Colorado— 

Senator Bingham: I do not want to inter- 
rupt about Colorado, but are we to understand 
that that was the whole plan, or merely part of 
the plan? 

Doctor Woodward: Part of the plan. 

Senator Bingham: Of the California Com- 
mission that was approved by the Bureau of 
Child Welfare. 

Doctor Woodward: More was approved, but 
these are extracts or abstracts from the plans 
that were submitted, that were taken from the 
whole plan, because they seemed to us to be 
peculiarly out of place in the terms of the Shep- 
pard-Towner Act. They relate to the general 
population, not to maternity. ; 

Senator Moses: I did not realize how little 
they had to do with maternity and infants. 

Doctor Woodward: (Reading:) 

Colorado, in undated plans, approved June 25, 1926, 
provided for special work with the boys and girls’ clubs 
at the State fair. 

Senator Moses: What has that to do with 


Every one was out of 


- maternity ? 





re- 


ibs 
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Doctor Woodward: The girls are some day 
to be mothers and the boys some day are to be 
fathers. So that has a direct relation to mater- 
nity and infancy. (Reading:) 

Delaware, in plans submitted June 7, 1926, and ap- 
proved June 25, 1926, outlined toxin-antitoxin campaign 
for the rural districts. Reference was made to the pub- 
lication of literature on diphtheria, typhoidy milk, 
diarrhea-enteritis and diet for children from 1 to 4 years 
of age. 

Senator Moses: Does that mean from the 
proceeds of the Sheppard-Towner act? 

Doctor Woodward: Partly from the proceeds 
of the act. It is the plan submitted by the 
State in order to receive Federal funds. 

Senator Moses: And accepted? 

Doctor Woodward: And accepted by the 
board. 

Senator Moses: In other words, they were 
perfectly willing for this Federal aid money to 
be-used for that purpose, when matched by the 
State money? 

Doctor Woodward: Yes. 

Senator Copeland: Is that the full language? 
He has not given all the language, and certainly 
there is some specific determination that the 
amount given by the Federal Government should 
be used exclusively for maternity work. 

I would not think for a minute toxin-antitoxin 
would be proper use of the funds appropriated 
in this bill. 

Doctor Woodward: 
from the Delaware plans verbatim: 
ing :) 

Since April, 1926, we have been conducting an exten- 
sive toxin-antitoxin campaign. A large number of pre- 
school children have already been immunized and it is 
our plan to continue the campaign until every com- 
munity is reached. During the summer months a 
typhoid campaign will be put on. 

As the Senator knows, typhoid is not a dis- 
ease peculiar to maternity or infancy. 

The Acting Chairman: Was that a general 
State plan of activity? ; 

Doctor Woodward: That was part of a plan 
submitted to be covered to the joint use of Fed- 
eral and State funds. 


I will read an extract 
(Read- 


Senator Moses: That was part of the plan, | 


and when that was approved then they got a 
certificate, which permitted them to get money 
from the Treasury? 

Doctor Woodward: ‘That is right. 
- Senator Copeland: That was Delaware? 


EDITORIALS 465 


Doctor Woodward: Yes. 

Senator Copeland: I assume that the com- 
missioner or whoever it was, of Delaware thought 
it was his duty to outline to this bureau all the 
activities they were carrying on? 

Doctor Woodward: Not in the least. 

Senator Copeland: What was the action of 
the bureau in reference to that? 

Doctor Woodward: That was approved. The 
original plans were inspected with the bosrd’s 
stamp of approval. 

Senator Copeland: 

Doctor Woodward: 
others. 

Senator Copeland: Give us another. 

Doctor Woodward: (Reading :) 

Georgia submitted plans for furnishing free diphtheria 
toxin antitoxin to clinics for the immunization of chil- 
dren under 7 years of age. Plans were submitted under 
date of September 30, 1926, and were approved Novem- 
ber 4, 1926. 

Senator Moses: It would seem the duty of 
the bureau when funds like this, submitted to 
obtain Federal funds for this purpose, to say, 
“you can not use this money for that purpose.” 
That part of your plan, while perfectly all right 
for your own purposes, is not acceptable. 

Senator Copeland: I am in the fullest accord 
with that, absolutely. This money ought not 
to be used, of course, until legal to use it for 
any purpose. 

Senator Moses: If approved by the bureau? 

Senator Copeland: Certainly; even then it 
is violative of the law, and there would be legal 
damages for it. I assume you are giving a few 
notable instances of dereliction on the part of 
the board. Were there any States which did do 
it in the proper way? 

Doctor Woodward: Would the Senator care 
to have me read what New York submitted? 

Senator Copeland: Yes, I would. I might 
make a row about it. 

Doctor Woodward: (Reading:) 

Plans for New York were submitted June 15, 1926, 
and approved June 25, 1926. The following excerpt is 
taken from the plans: Orthopedic clinics— 

Senator Copeland: Is it your excerpt? 

Doctor Woodward: It is our excerpt, but 
quoted verbatim. 

Senator Copeland: 
everything in there? 

Doctor Woodward: 
(Reading :) 


Is it too long to read? 
There are a number of 


I know, but have you 


It is supposed to be. 
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Orthopedic clinics. This consists of a traveling unit 
consisting of two orthopedic surgeons, $4,500 and $3,500 ; 
11 field nurses, eight at $1,800, one at $2,000, two at 
$1,500; and one muscle tester at $1,320. This work is 
carried on in connection with the post-polio cases and 
such other general orthopedic cases as are referred to it 
by the various agencies. 

Senator Copeland: 

Doctor Woodward: 1926. 

Senator Copeland: When did the Sheppard- 
Towner Act take effect? 

Doctor Woodward: It took effect November 
23, 1921, and was accepted by New York in 
1922. 

Senator Copeland: The governor, while he 
was there opposed to it, did not have it under 
his administration. 

Doctor Woodward: It passed November 23, 
1921. One or two States anticipated its pass- 
age and had passed enabling legislation before. 

Senator Copeland: That is what I want to 
ask you, Doctor: Did you mean to say that in the 
administration of the Sheppard-Towner Act that 
the bureau here permitted my State or any other 
State to take funds appropriated for maternity 
and child care as contemplated in the bill—and 
that would mean the children of 1 or 2 years, 
as I understand it—do you mean to say that 
they were permitted to use that money for some 
other than the purposes of the bill? 

Doctor Woodward: I would not say that, be- 
cause the bill, as you may well remember, was 
very properly condemned at the time of its 
enactment, because of its failure to define moth- 
ers and infants. Under the law a male is an 
infant if under 21, and in the case of a woman 
under 18 years of age, and if you construe that 
phraseology in a legal sense they could prob- 
ably use it for any one under those ages. A 
mother may be a woman who has children 50 
years old, but still a mother. You may con- 
strue the act to provide for granting benefits to 
them. I would not say it was illegal, but I 
would say it did not meet the purposes of the 
bill. 

Senator Copeland: 


That was in 1926? 


How far do you think 
under the wording of this bill before us that the 
States applying it could go in the treatment of 


children? I dare say I am wrong about this, 
but I have always assumed this had to do with 
infants. 


Senator Moses: Senator, if you will look at 
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section 5, lines 21 and 22, you will find— 

That no more than $5,000 of the Federal funds shall 
be expended in any State for general State maternal and 
child-health activities. 

Toxin-antitoxin, boys’ clubs and girls’ clubs 
are child-health activities. 

Senator Copeland: Yes, that is true. 

Doctor Woodward: If the Senator will per- 
mit, I will finish reading from the New York 
plans submitted and approved. (Reading:) 

Child-health consultations * * * a dental hygienist 
will be added to the unit at a salary of $2,000, to 
examine the teeth of children coming to the consulta- 
tions and give prophylaxis where indicated. 

And then under the head of “Postgraduate 
medical education,” it says: 

This service is carried on by the board of regional 
consultants to this division, who comprise specialists in 
obstetrics and pediatrics. In the post-graduate work, 
they have given courses of 6 and 8 lectures each to all 
the county medical societies requesting them, and thus 
far some 30 or more have been given. Toxin-antitoxin 
* * * in connection with the state-wide campaign to 
abolish diphtheria as carried on by the New York State 
Department of Health in cooperation with the State 
Charities Aid Association— 

As I understand it, a private organization, 
but a very good one— 
and the Metropolitan Insurance Co., it is signed for 
1926-27 to assist in this campaign by urging the im- 
munization of preschool-age children in the child health 
consultations carried on locally under the Sheppard- 
Towner funds. 

Senator Copeland: Is not that exactly what 
the application should be, that it should be lim- 
ited to children of preschool age? When these 
children get into school, there are agencies there 
where they are dealt with. It is pre-school-age 
children who need the attention, and I am sug- 
gesting to you, Senator Jones—and I will talk 
to you about it later—a change which will make 
that more clear. 

The Acting Chairman: I wanted to ask the 
Doctor if he is still opposed to the legislation, 
with that made clear? 

Doctor Woodward: I am absolutely in accord 
with what Doctor Chapman has said. This legis- 
lation is legislation absolutely destructive of our 
Government. It provides for the breaking down 
of the lines between the Federal Government 
and the State governments. So far as child 
welfare is concerned, it represents simply an easy 
way of avoiding definite and specific decisions 
of the United States Supreme Court and of 
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evading the mandate of the people when they 
would not ratify a proposed amendment of the 
Constitution that transferred to the Federal Gov- 
ernment a matter of child welfare of, I will say, 
relative minor importance as compared with our 
whole subject, simply that of prohibiting the 
labor of children under 18 years of age. 

Senator Copeland: You are representing the 
American Bar Association when you say that. 

Doctor Woodward: I am a member of the 
American Bar Association, but I have no man- 
date— 

Senator Copeland: You have got it mixed up 
with medicine. Certainly the American Medi- 
cal Association is not worrying about technical 
questions of constitutionality and law, and this 
committee is anxious to know what are the spe- 
cific objections of the American Medical Asso- 
tion just to the medical aspects of this bill. The 
Senate bill will have to determine the legal phi- 
losophy. 


Doctor Woodward: Senator, I believe there 


is no group of citizens in the country who are 
now or have ever been more interested in the 
welfare of the country than the medical profes- 


sion. 

Senator Copeland: 
deny that. 

Doctor Woodward: If you will go back to the 
days of the Revolution and take what was done 
by Joseph Warren, I think it was, when he laid 
down his life at Bunker Hill. Take the activi- 
ties of Surg. Gen. Benjamine Rush 

Senator Copeland: And Dr. Bartlett. 

Doctor Woodward: And you will find no class 
of citizens who have been more interested in 
maintaining our republican form of Govern- 
ment. 

Senator Copeland: We admit all that, but 
what we want to know, from the American 
Medical Association is what is your objection to 
the medical phases of it. Senator Bingham will 
take care of the law part: 

Senator Bingham: I suggest that Doctor 
Woodward be permitted to go ahead and give the 
way the bill functions under the Sheppard- 
Towner Act, because this provides they must ac- 
cept the principles of the Sheppard-Towner Act. 

Senator Copeland: I think we can agree on 
it. I do not think that was well carried out. 


Far be it from me to 
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The Acting Chairman: I think he has called 
attention to a number of instances. 

Doctor Woodward: If the Senator will per- 
mit me, I do not want to blow my own horn, but 
I am a member of the bar of the District of 
Columbia, a member of the bar of the State of 
Massachusetts, a member of the bar of the State 
of Illinois, a member of the bar of the United 
States Supreme Court. I hold my position with 
the American Medical Association not merely 
because I am a doctor, but because my later 
years have been spent in legal work. I hold pro- 
fessorship at the present time in two law schools. 
It is for that reason I think I might be able to 
express opinions regarding the legal aspects of 
this work. 

But I think that is all that needs to be said at 
the present time. We will come back to it later. 

Senator Moses: I would like to call attention, 
Mr. Chairman, to the fact that in your bill, page 
7, the last clause, lines 19 to 22, it seems to ex- 
pressly imply that the State plan should pro- 
mote the welfare and hygiene of childhood. 

Doctor Woodward: However, Mr. Chairman, 
I shall not speak with respect to the legal as- 
pects of the bill. I would like to call your atten- 
tion to what I think is one of the most remark- 
able attempts to have invasion of the rights of 
the States by congressional legislation that I 
have ever seen or heard of, page 3, if you will 
turn to section 5, beginning with line 5, where 
we have this remarkable provision (reading :) 

In order to secure the benefits of the appropriation 
authorized in subsection (b) of section 3 of this act, 
a State must have accepted the provisions of the act 
entitled “An act for the promotion of the welfare and 
hygiene of maternity and infancy, and for other pur- 
poses,” approved November 23, 1921, as amended 
(U. S. C,, title 42, ch. 5), and shall not have repealed 
its acceptance of such act, or, in case such act shall not 
have been accepted— 

And so forth. 

The point is that because the State in some 
past time in its history has seen fit to accept an- 
other and entirely different act, which mean- 
while has been expressly repealed by Congress, it 
is proposed Congress shall revise that old action 
by the State in favor of a new, different, and 
very much broader one than was ever contem- 
plated in the original legislation. I submit that 
as being a pretty serious matter. 

Senator Copeland: You would suggest that 
the matter be again submitted to the States, to 
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see which would care to accept the provisions of 
the present bill; is that it, Doctor? 

Doctor Woodward: The only suggestion 
which I have to offer is that the bill is entirely 
and altogether a waste of public money, not cal- 
culated to do good, and that it ought never to 
have an opportunity of seeing the light of day 
in the form of an act of Congress. I have care- 
fully studied the results of the Sheppard- 
Towner Maternity and Infancy Act, I have care- 
fully studied the relations of rural infant and 
maternal mortality, and have been unable to see 
anything that justifies the act. Rural mortality 
-—rural health is better than urban health, taken 
as a whole and in most specific instances. Ma- 
ternal mortality has not diminished materially 
in the number of years, either under the Shep- 
pard-Towner Maternity and Infancy Act, or else- 
where. It has not diminished in other countries. 
They are in the same situation, some of them, as 
we are. The trouble is that, first, we do not 
know all the causes that determine our infant 
mortality, and the other is that some of the 
causes we do know are beyond our control. 

The Acting Chairman: If the bill should 
become a law, you would recommend every State 
to pay no attention to it and not comply with it? 

Doctor Woodward: That would be the patri- 
otic thing to do, but after the Government has 
levied on the States $2,250,000, and four years 
from now $4,250,000, which levied funds the 
Tederal Government keeps in the Federal Treas- 
ury “until you ratify and accept this act,” it 
might be policy to accept and do as the State 
of Texas did, and say, “We are in a bad mess, 
but we better make the best of it we can.” 

The Acting Chairman: We put the levy on 
regardless of this act. 

Doctor Woodward: You are to put on a levy, 
but you do not put on a levy for the $2,250,000 
or $4,250,000. 

The Acting Chairman: We take that out of 
the general fund of the Treasury. 

Doctor Woodward: It all comes from the same 
sources, 

The Acting Chairman: 
I know. 

Doctor Woodward: That was the difficulty in 
Massachusetts v. Mellon and in the case of 
Frothingham v. Mellon. I think one of the most 
Cangerous features of this act and of all legisla- 


That is exactly what 
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tion of this kind is that decision of the United 
States Supreme Court which says “we can not 
pass on it because clearly here is a way in which 
the Constitution has been and is being invaded.” 
You take the two decisions of the Supreme Court 
on the child labor law. 

The Acting Chairman: I appreciate those de- 
cisions. 

Doctor Woodward: 
clear. 

Senator Copeland: I think we should accept 
Doctor Woodward’s amendment in that section 
5, requiring all States to give us 

Doctor Woodward: My suggestion would be 
to strike out all after the enacting clause. 

Senator Copeland: This was a specific amend- 
ment, and you will have a blanket one later. | 
am interested in the suggestion. What is the 
next one after section 5? 

Doctor Woodward: I did not come prepared 
to discuss the bill specifically, although I did 
go over it. I am opposed to the entire bill. The 
American Medical Association is opposed to the 
bill and its principles, and I am here particularly 
with reference to the figures to show it is not 
justifiable, that if you are going to provide a 
subsidy for health and welfare work, either of 
the rural or cities, that the cities need your aid 
more; that if you are going to provide aid for 
maternity and infant welfare, then you should 
make a careful survey of the administration of 
the Sheppard-Towner Maternity and Infancy 
Act and determine why it failed. Not only did 
it fail to decrease the maternity and infant death 
rate but out of the $11,000,000 spent under that 
act for the seven years’ work under that act 
there was not a new idea that has ever come to 
my notice with respect to maternal and infant 
hygiene. 

If you are going to legislate, I suggest you 
inquire and ascertain why that act failed. 

Now, taking specifically the rural and infant 
and urban death rate, instead of my suggesting 
an amendment, possibly some one will frame one 
himself. 

The United States Census Bureau classifies 
as urban all cities of 10,000 inhabitants or more. 
The remainder of the population is classed as 
rural, In the absence of any statutory definition 
of the terms “rural” and “urban,” it is presumed 
that that division of the population into classes 


They were perfectly 
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is the division contemplated by this act. So far Doctor Woodward: I know that the maternal 
4s 1 know, that is the only official classification mortality and the infant mortality among the 
of the country into urban and rural areas. colored people is high, but here we are dealing 

Senator Copeland: Then your idea would be with a population that is practically distributed 
jv limit it either to take in everybody in the in the same way throughout the State, and I 
State or limit it to the smaller communities? would like to read the record of just one more 

Doctor Woodward: I think the bigger com- city in Tennessee, and that is Nashville, where 
munities need it most—New York, Chicago, the puerperal death rate is 13.7. I could read 

a Philadelphia, for example. figures from other cities showing, again, that if 

Senator Copeland: Let me ask you, as an old either the cities or rural areas are to be favored, 
health officer, a question about that. it is the cities that need it most. 

You know it is an entirely different thing for Senator Copeland: Do you recommend that 
New York City to get money for public-health the bill be changed to cover the entire State in 
york than it is for Columbia County, a rural the whole country ? 
community ? ; Doctor Woodward: I will submit that to the 

Doctor Woodward : If the Senator will permit judgment of the committee. I am taking the 
me, I am quoting from an official publication country as a whole. In 1927, the last year for 
from the United States Bureau of the Census, which figures were then available, showing the 
received under date of January 4, 1932, entitled rural death rate in all registration States, the 


Dei in the Birth 
ite A : rrleae rd Stats rural death rate was 10.4, while the urban death 
of Tennessee, and I find that the maternal mor- a i re ‘ . 
tality—that is, mortality from puerperal causes e tollowing figures show the relation of 
—in 1929 per thousand live births was 8.7; that rural death rate to urban death rate in certain 
is, for every 1,000 mothers in the State who dur- States, where I have selected the States with the 
ing the year were delivered of live-born children utmost fairness. These States have been chosen 
for purposes of illustration solely because rep- 


&7 per cent in Tennessee died. 
Now, we will take Chattanooga. That is a tesented on the Senate committee before which 


good-sized city in Tennessee. The death rate this bill is pending. I have taken States with 
in Chattanooga was 11.9, while the death rate that limitation, and these figures relate to those 
in Memphis was 16. States, and later on I submit a more elaborate 
Senator Copeland: Doctor, is it true or not statement. : 
that where you have a large colored population In California in 1927—this is not uniform 
you have a very high maternal death rate? throughout—the rural death rate was 13.4 and 
Doctor Woodward: That is true, but we are the urban death rate 14.2. 
speaking now of a population that covers but * In Connecticut the rural death rate was 9.6 
one State, Tennessee. and the urban death rate 10.5. 
Senator Copeland: I know, but in the State In Florida the rural death rate was 13.8 and 
of Tennessee you have the crowding of the the urban death rate was 12.5. 
colored population into the cities of that State. In Louisiana the rural death rate was 9.8 and 
You take the population of one of those cities in the urban death rate 18.3. 
Tennessee, and you have a very much higher In Maine the rural death rate was 13.4 and 
proportion of colored population that you have the urban death rate 14.7. 
ina city of the North, and you take it in New For Massachusetts the rural death rate 11.7 
York City. The highest maternal death rate and the urban death rate 11.6. 
and the highest infant death rate we have in In Michigan the rural death rate was 11.6 and 
our city, that is, where we have the very highest the urban death rate 11. 
maternal and infant death rate— In Mississippi the rural death rate was 11.7 
Doctor Woodward: Where is that? and the urban death rate 25.2 
Senator Copeland: In the dark belt of New For Missouri the rural death rate was 10.2 
York City. and the urban death rate 13.5. 
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In New Hampshire the rural death rate was 
14.7 and the urban death rate 13. 

In New York, rural death rate 12.6 anda urban 
death rate 12.2. 

In North Carolina the rural death rate was 
10.5 and the urban death rate 15.6. 

In North Dakota the rural death rate was 
7.6 and the urban death rate 14.5, 

In Ohio the rural death rate was 10.8 and the 
urban death rate 11.1. 

For Oregon the figures were rural death rate 
10 and urban death rate 15.8. 

In Vermont the rural death rate was 15.4 and 
the urban death rate 16.3. 

And in the State of Washington the rural 
death rate was 9.3 while the urban death rate 
was 11.3. 

Showing clearly, I think, taking the States 
scattered over the country, that the rural death 
rates are better in the whole country than are 
the urban, taking the population as a whole. 

Senator Copeland. Do you have definite 
reasons, because, as this nice gentleman, the 
country doctor—what was his name? 

Doctor Woodward: It was Johnson. 

Senator Copeland: Doctor Johnson pointed 
out that in the country where those Nordic cases 
are, if labor is permitted to go along as it will 
and undoubtedly as Doctor Kosmak said hasty 
obstetrics of the city has been disastrous— 

Doctor Woodward: This covers deaths from 
all sources. 

Senator Copeland: All right. But you have 
pointed out a number of States where you have 
a very large colored population in the cities, and 


where you do, you have an enormous death rate. 


Always where they are congregated together 
under the unsanitary conditions under which 
they live, the death rate is high, and you are 
bound to have in those cities a very high death 
rate. 

Doctor Woodward: But you have the same 
thing in the rural districts of colored popula- 
tions. 

Senator Copeland: It is entirely different in 
rural Texas than it would be in Dallas or some 
other city where there is a large congregation of 
colored people living under slum conditions. 

Doctor Woodward: What happens, I believe, 
is this: We send into the country districts doc- 
tors, nurses and social workers, many of whom 
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are brought up in the city and many of whom 
have lived in nice hospitals, and nice homes, and 
when they see the uncomfortable conditions in 
which people in the country live they believe they 
must be unwholesome conditions; and when 
people come into the cities and see electric lights, 
steam heat, fans, screens, water supply, and 
plumbing they again feel that they are essential 
to health. They are, within reason—the plumb- 
ing and the water supply. But intelligence in 
the country will meet those conditions and in- 
telligence in the country has met those condi- 
tions, as is shown by the record. 

I will admit very frankly my partisanship and 
I wish somebody could convince me to the con- 
trary. I have not been able to get a compar- 
ison of rural and urban death rates over a long 
period of consecutive years, but here are some 
other figures going back a number of years. In 
1920 in all registration States of the United 
States the rural death rate was 11.9 and the 
urband death rate 14.1. 

Senator Copeland: Does the bad milk in the 
city have anything to do with it? 

Doctor Woodward. I hardly think so, as late 
as 1920. 

Senator Copeland: Well, there were very few 
cities in 1920 that had pasteurized milk. I think 
if you will analyze those figures— 

Doctor Woodward: I quit my active associa- 
tion in health work in Boston in 1922, and I 
thing the milk supply in both cities there was 
pretty good. 

In 1923 the rural death rate was 11.5; urban 
death rate 13.2. 

In 1924 the rural death rate was 10.9 and 
the urban death rate 12.8. 

In 1925 the rural death rate was 10.7 and 
the urban death rate 12.9, 

For 1926 the rural death rate was 11.1 while 
the urban death rate was 13.4. 

It is a continual condition that health con- 
ditions are better in the country than in the 
city— 

Senator Copeland: Then your recommenda- 
tion is that we change the bill to cover the cities, 
too (laughter) ? 

Doctor Woodward : 


I hope the Senator will 


excuse me. 
Senator Copeland: I will. 
Doctor Woodward. I have spoken so far of 
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the general death rate, and I say we must take 
death rates as the best index and interpret them 
as the Senator has undertaken to interpret them 
in the light of the surrounding facts. 

Senator Copeland: The infant death rate 
is the standard. I think that is the mark of 
civilization. 

Doctor Woodward: I could say with respect 
to the urban general death rate there is a factor 
that must be recognized, and if the difference 
was not so uniform in every rural community 
it might be material, and that is the movement 
from the country to the cities for hospital opera- 
tion, where, of course, they die, and the deaths 
ordinarily are charged to the communities where 
they die. But take the country as a whole and 
some of the cities, that should not be a very 
large factor. 

Senator Copeland: Do you not agree with 
me that the fairest test of public-health work 
is the infant death rate. Those infants do not 
go to the city to die. 

Doctor Woodward: No; they do not. I do 
not think that is any fairer than some others. 
You can not make a general death rate, and 
I suggested to the Bureau of the Census that Con- 
gress might well pass a law to prohibit the trans- 
mission through the mails of general death rates, 
because they are so commonly misunderstood. 
lt takes an expert to interpret and the laity to 
misinterpret. You may have read an article, in 
the Senator’s own city, when he happened to be 
health commissioner there, showing our infant 
mortality in the District of Columbia was higher 
than the infant mortality in the city of New 
York. We had for years, and I presume in 
Washington they still do, classify their infant 
death rate according to race, showing the infant 
death rate of the white race and the infant death 
tate of the colored race. I think under the 
Senator’s administration New York ventured to 
do the same thing; and then we found that 
while our total infant death rate in the city of 
Washington was higher than the total infant 
death rate in the city of New York, our white 
death rate for infants was lower than the New 
York death rate and our colored death rate, for 
instance, was lower than the death rate in the 
city of New York. 

Senator Copeland: That is because you had 


a better health commissioner. 
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Doctor Woodward: The paradox resulted 
from the fact that we had a very much larger 
percentage of the population colored, and there- 
fore by the ordinary laws of mathematics our 
total death rates approached more closely the 
colored death rates than did they in your city. 

Those are the kinds of things you have to 
interpret. 

But now we come to what the Senator for 
present purposes may regard as a fair index of 
health activities, and we will take up the infant 
and maternal death rate. I make the bold state- 
ment here that there is no evidence here to show 
that in the rural areas there is more urgent need 
than in the cities for safeguarding the health of 
mothers and children and there is no special need 
for safeguarding the health of mothers and chil- 
dren as distinguished from the health of the 
community. 

In the registration area of the United States 
as a whole, infant and maternal death rates are 
lewer in rural communities than in urban com- 
munities. 

The Senator has just said that the babies do 
not go to hospitals in the city, nor do the mothers 
in the city go to the hospitals in any large num- 
bers at the time of delivery. 

It shows the following figures from 1922 to 
1927, which are the latest available. We will 
take the infant death rate for a period of six con- 
secutive years, and those six consecutive years 
happen to be six consecutive years when the 
Sheppard-Towner maternity and infant act was 
in operation. 

I have been told that the fact that the rural 
death rate in these cases is lower than the urban 
death rate speaks in favor of the Sheppard- 
Towner maternity and infancy act. We might 
attach some weight to that, were it not for the 
fact that the infant death rate in cities during 
that period where the Sheppard-Towner Act was 
not very actively carried out decreased as rapidly 
or more rapidly than it did in the country dis- 
trict where the Sheppard-Towner agents were 
operating. 

These figures cover the registration area as a 
whole and show the infant death rate. For those 
who are not familiar with that, I would say that 
the infant death rate represents the number of 
infants who died during a given year per 1,000 
live-born infants during that same period. 
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In 1922 the rural infant death rate was 72 
and the urban 80. 

Senator Copeland: 
chart ? 

Doctor Woodward: The same chart as relates 
to 1922. 

Senator Copeland: Mine is 72 and 78—it is 
near enough. Go ahead. 

Doctor Woodward: In 1923 the rural infant 
death rate was 76 and the urban 78. 

In 1924 the rural infant death rate was 69 
and the urban death rate 72. 

In 1925 the rural infant death rate was 70 and 
the urban 73. 

In 1926 the rural death rate was 72 and the 
urban 74. 

In 1927 the rural infant death rate was 64 and 
the urban 65. 

Senator Broussard: How old do you consider 
a baby an infant, as old as 1 year at the time of 
death ? 

Doctor Woodward: If I speak as a doctor, I 
would say two years would represent the period 
of infancy; if I spoke as a layman I would say 


Are you using the same 


21 years. 

Senator Broussard: 
take ? 

Doctor Woodward: One year. 

Senator Copeland: In my State in those six 
years—these are the figures you gave me, Doc- 
tor Woodward—in 1922 the rural rate was 72 
and the urban 78. 

Doctor Woodward: Yes, that is right. 

Senator Copeland: But the next year, 1923, 
the rural rate was.76 and the urban 71. 

Doctor Woodward: Yes. 

Senator Copeland: In 1924 it was 67 in the 
country and 70 in the city; and 1925 was 71 
in the country and 71 in the city; 1927, 62 in 
the country and 59 in the city. 

Doctor Woodward: You will find that record 
repeated when you come to the maternal death 
rate. The maternal death rate for the registra- 
tion area as a whole beginning with 1922 is as 
follows : 

Rural six—that is, six mothers die for every 
1,000 deliveries from puerperal causes—1,000 
deliveries of live children in the State. Rural, 
1922, 6; urban 7.3; 1923, rural, 5.9; urban 7.4; 
1924, rural 5.8 and urban 7.4; 1925, rural 5.6; 
urban 7.4; 1926, rural 5.7 and urban 7.4; 1927, 


What period does this 
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rural 5.5, urban 7.5. And showing persistently 
a lower death rate rural for mothers and ip. 
fants. Those are all taken from official figures, 

I have here a statement which I shall not 
undertake to read, unless some one desires it, 
giving those figures by States. We have some 
interesting figures, but I will not take up your 
time. 

Senator Bingham: 
the record ? 

Doctor Woodward: Yes, sir; I will. 

Senator Copeland: Was the title of the Shep- 
pard-Towner Act confined to rural districts? 

Doctor Woodward: It was not. 

Senator Bingham: In that regard, I would 
like to read, for the sake of the record, the title 
ot the Sheppard-Towner Act. It was “An act 
for the promotion of the welfare and hygiene 
of maternity and infancy and for other pur- 
poses.” Nothing is said about rural districts; 
and the title of your bill provides that ‘the 
United States shall cooperate with the States in 
promoting the general health of the rural popu- 
lation of the United States and the welfare and 
hygiene of mothers and children.” This is gen- 
eral health ; this is rural and welfare and hygiene 
of mothers and children. We have gotten a long 
way from the maternity and infants. 

The Acting Chairman: Oh, yes; there are 
two propositions involved in this bill. 

Doctor Woodward: I think the “figures | 
have given are sufficient to show that there is 
no real need for giving any preference to rural 
areas over urban areas. 

Senator Copeland: Does not that prove, then, 
that what we have done in the cities is all 
humbug ? 

Doctor Woodward: No, it does not. 

Senator Copeland: I want to be reassured on 
that, if we have fallen down so desperately in 
the cities. I used to suppose that $7,000,000 a 
year was an enormous sum of money, 4,000 em- 
ployees, and, of course, I am pYeased to see the 
New York figures are far superior to those gen- 
eral figures. But, nevertheless, what is the value 
of this public health education that we get? 

Doctor Woodward: Here is what we should 
like to see given and what the proponents of 
the Sheppard-Towner maternity and infancy 
plan, I think, have ignored, that the measure of 
the efficiency in health work is not primarily the 


You will have those in 
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death rate but is the rate in the decline of the 
death rate, and more particularly the decline in 
the death rate from preventable causes. You 
must measure the efficiency of the steps we have 
taken by determining the rapidity by which 
death rates have declined, and if you go back 
over a period of years, long before the Shep- 
pard-Towner Maternity and Infancy Act was 
dreamed of, you will find that the decline was 
going on most rapidly. 

Senator Copeland: What do you find regard- 
ing the morbidity rate? 

Doctor Woodward: We have no reliable in- 
formation regarding the morbidity rate, even of 
communicable diseases. They escape registra- 
tin. We do the best we can, but the Senator 
knows perfectly well, I think, with respect to 
death rate of scarlet fever that the types of dis- 
eases, quite aside from the number of fatal cases, 
are very different from what they were when we 
began practice. I know they are different from 
the time when I began practice. 

My first epidemic with smallpox I handled 
was here in the city of Washington, when we had 
an outbreak in the Interior Department, with a 
mortality rate somewhere around 25 to 30 per 
cent of all cases. Now, if you have a greater 
percentage in smallpox than 1 or 2 per cent, 
you begin to think you are getting a rather 
serious outbreak. I think the most important 
thing in the control of smallpox is the personal 
hygiene of the public. Many hundreds have con- 
tributed to that, but we do not know but that 
tomorrow the same thing will happen with re- 
spect to smallpox death rate that the Senator 
said happened in his own community with re- 
spect to measles. 

Senator Copeland: These results are intangi- 
ble. It may well be when we have increased the 
efficiency of the people that the incipiency of dis- 
ease has been lessened, although some say, doctor, 
it is difficult to know about that. 

Doctor Woodward: I think that is true, but 
take the death rate and its decline, particularly 
diseases against which your operations are de- 
signed. Then you will determine whether you 
are winning or losing each battle. 

Senator Bingham: Does not everybody know 
it is healthier to live in the country than in the 
city, anyway? Is not that one reason why the 
rural death rate is lower? 
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Doctor Woodward: It contributes very ma- 
terially. 

Senator Bingham: And, therefore, would it 
not be very reasonable to limit it to the cities 
that need it rather than to the country that is 
quite healthy in comparison with the city? 

Doctor Woodward: That would be a reason- 
able thing. 

Senator Copeland: I know you want to get 
through, but we are going to give you all the 
time you want. Senator, it is not fair to take 
a State like Connecticut, where every community 
is a summer resort. 

Senator Bingham: I thank you. 

Senator Copeland: And compare it with a 
rural State like my own. You think about New 
York as a great urban State. As a matter of 
fact, we are the eighth in agriculture in our 
State. It is a rural State, and I know from per- 
sonal observation that there are many counties 
in this State of mine where there is almost no 
medical service rendered. It is a very serious 


matter, and if that is true in a rich State like 
my own, it must be true in all the States except 
a State like Connecticut or some other State that 
is purely devoted to the rich and the people who 


have villas and country estates. 

Senator Bingham: Or Iowa, where the death 
rate is only 9? 

Senator Copeland: You take in all the States 
of the Middle West, where you have a large 
Nordic population. Take Minnesota, North and 
South Dakota, Iowa and Nebraska, where you 
have a population composed largely of peoples 
from the north of Europe. They are a hardy 
people entirely different from the people where 
we live. 

Senator Bingham: The Louisiana death rate 
is only 9.8. Of course, these tables show, Mr. 
Chairman, that the rural death rate in New York 
State is unusually high. There are only six 
States out of the 42 that have a higher rural 
rate than New York State. Therefore, probably 
we ought to make an exception and have the 
rural communities of New York get the benefits 
and the urban communities in other States. 

Senator Copeland: The bright lights of 
Broadway attract our people, including doctors. 
You can not get a doctor to go out in the coun- 
try to practice. They stay in the cities. That 
is what they are doing. 
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Doctor Woodward: The Senator knows as 
well as the most of us that the average case on 
which a doctor is called would get well without 
a doctor. 

Senator Copeland: Yes. 

Doctor Woodward: I want to digress and say 
that, so far as any selfish interest on the part of 
doctors is concerned in this legislation, there is 
no group in the community that has such a large 
financial stake in saving the lives of mothers 
and infants and of the rest of the community as 
has the medical practitioner. My mathematics 
with respect to that differ from those of the ma- 
jority of my fellow physicians. If I manage, by 
skillful obstetrical treatment, to bring a child 
into the world alive, if I am a proper physician, 
a good, old, practical, country physician or family 
physician, 1 am expected to treat that baby a 
little later, it may be for diarrhea, teething, 
measles, mumps, scarlet fever, broken bones, and, 
finally, it may for appendicitis. I have that 


child for a potential patient up to 70 or 75. 
But if I blunder and that child is stillborn, I 
have lost a potential patient. The same is true 
of mothers. When you save the life with proper 
care, that patient becomes an asset of not only 


social value but economic value and monetary 
values, for the doctor, because he has a patient 
for a long time. 

Senator Copeland: I want to testify to the 
fact that I do not believe any selfishness on the 
part of the profession is involved in this matter. 

Doctor Woodward: If there are any prob- 
lems, the States have demonstrated their ability 
to care for them. They have demonstrated not 
only their ability to care for them from the 
standpoint of hygiene and public health, but they 
are able to care for them also from the stand- 
point of financing. 

For that purpose you have to consider the 
infant death rate before and after Federal aid 
was extended. Figures have been published so 
often that I am not going to read them, but you 
will find the infant death rates in the States that 
accepted the Sheppard-Towner maternity and 
infancy act was declining more rapidly before 
the act came into operation than they declined 
afterwards. I am not blaming the act for re- 
tarding the decline. We all know that just as 
ou approach the ideal, just as you come nearet1 
to the bull’s-eye, it becomes more.and more difti- 
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cult to hit it or to obtain the ideal, and that is 
what has happened in the present case. But 
certainly there is not an iota of evidence any. 
where in the records I have been able to find— 
and I have searched diligently—that will show 
that the Sheppard-Towner maternity and in- 
fancy act accelerated the decline in the infant 
death rate one bit. The States did just as well 
before as after. 

And furthermore, in those States that did not 
accept the Sheppard-Towner maternity and in- 
fancy act, and in the District of Columbia, which 
had no opportunity to say whether it would or 
would not accept, the decline was just as rapid 
as it was in those States that took the thousands 
of dollars of Federal money and submitted to 
the supervision of Federal agents in their work, 

Senator Copeland: Certainly, Doctor, you are 
not tremendously impressed with those fine 
words you have just used, are you? 

Doctor Woodward: I leave those words as 
they are. But they have been challenged. 1 
have some figures, Senator. 

Senator Copeland: You know a little while 
ago we laid the foundation of the fact that the 
results of public health are intangible ? 

Doctor Woodward: But the decline of the 
death rate was tangible. 

Senator Copeland: You would not expect in 
a rural county where they never had any public- 
health education that in six years you would 
accomplish what you did in 24 years in Wash- 
ington ? 

Doctor Woodward: I would expect, with re- 
spect to infant mortality, that the results ought 
to show up at most in three years, because your 
death rates are computed on the basis of the 
children that are born each year. 

Senator Copeland: How long before the death 
of the child should its education begin ? 

Doctor Woodward: Not very long. 

Senator Copeland: A hundred years, is it 
not? 

Doctor Woodward: If you want to live long, 
you have to live carefully. 

Senator Copeland: That is right, and I do 
not think you would make much of a dent in 
the community in six years. As a matter of 
fact, the good that has been done in a community 
will be reflected years to come, because this pros- 
pective mother today who is gfven proper in- 
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structions is going to instruct her daughter, even 
though she has no expert to do it— 

Senator Bingham: When they wanted that 
job for five years to try it out. 

Doctor Woodward: I would be glad to take 
almost any six years’ period and say there was 
a substantial decline in the infant mortality 
after we had fair and complete reporting. You 
have to get that first. It will show up very 
rapidly. 

I will say something that is not generally 
recognized. Those of you who were here when 
the Sheppard-Towner Act was passed will recall 
that one of the strongest points made in favor 
of that legislation was that they were accom- 
plishing such wonderful results in New Zealand. 
New Zealand was held up as a pattern, because 
it had a low infant mortality. From those very 
same years I will produce figures from the Dis- 
trict of Columbia that show that the infant mor- 
tality rate in the District of Columbia was de- 
dining at that very time, not only as rapidly but 
more rapidly than the New Zealand infant mor- 
tality rate. Our records were more efficient 
than theirs, but the chances are that the methods 
in one case could not fairly be compared with 
the methods in the other. 

Senator Copeland: Do you not think you 
and I were very fortunate? There were so many 
things which entered into better living conditions, 
greater prosperity on the part of the people, bet- 
ter milk, better water supply. There was an 
awakening of social conscience during that time. 
We have all those things to build up in those 
tural communities. It is going to take a long 
time to do that. 

Doctor Woodward : 
the case. They are reading now. 
the radio and magazines. 

Let me show you what the States did do be- 
fore and after the Sheppard-Towner Act, by 
figures, and if you do not believe what I said, 
you will see why I do. 

The infant death rates registration in 1915 
were, rural 94; 1916, 97; 1917, 88; 1918—the 
Senator will recall that was the year of the epi- 
demic of influenza—84; 1919, 84; 1920, 81; and 
from 1915 to 1920 the rate declined from 94 
to 81. 

And then the Sheppard-Towner maternity and 
infancy act comes on the scene. The following 


I do not believe that is 
They have 


EDITORIALS 475 


is 1921—of course, the Sheppard-Towner Act 
did not become operative until November 23 and 
had no influence on the death rate for that year 
—4; 1922, 72; 1923, 76; 1924, 69; 1925, 70; 
1926, 72; 1927, 64. In other words, from 1915, 
to 1921 the rate declined from 94 to %4, or 20 
points; from 1922 to 1927, 72 to 64, or 8 points, 

Take the urban rate—1915, 103. In 1921 
it had fallen to 78; 1922, when the Sheppard- 
Towner maternity and infancy act became effec- 
tive in many States, it was 80; and in 1927 it 
was 65. 

Senator Copeland: Doctor, you are not going 
to say that because I had during my term a re- 
duction of death rate from 1921 to 9 that the 
next health commissioner was a failure because 
he does not reduce it from 9 to 4? 

Doctor Woodward: No; because I see no evi- 
dence of any accelleration or even maintaining, 
but I think I have explained that. 

Senator Copeland: Is it not a fact, in your 
opinion, that if you can have in any community, 
county, or township an effective health organi- 
zation built up, with modern ideas of adminis- 
tration, that you are going to have improved 
health and various intangible benefits, but doubt- 
less, in the long run, some reduction in the death 
rate; is not that a fair statement of the facts? 

Doctor Woodward: An intangible reduction, 
but it ought not to be an intangible reduction. 

Senator Copeland: Then what is the use of 
spending money for health? 

Doctor Woodward. I think under the local 
conditions—and we will come tv what the effect 
of the Sheppard-Towner Act is on the situation 
—take the rural maternal death rate in 1915, 
which was 5.5; 1921, 5.9, just about the same; 
1922, when the Sheppard-Towner Act came into 
effect, 6; 1927, 5.5, just about the same, or in 
1927, after the Sheppard-Towner Act had been 
in operation five years, exactly what it was in 
1915. 

The urban death rate was 6.4 in 1915, 7.73 in 
1922, and 7.5 in 1927. 

The States have accomplished as much with- 
out that aid as with it, and they will continue 
to do so. 

Something was said about the effect of the 
aid, and I see the representative of the State 
of Kentucky here, one of the proponents of this 
act, and reference has been made to his di- 
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plomacy in the matter of the act. I would like 
to read some figures for Kentucky under the 
operation of the act, and the figures for Ken- 
tucky before, so that when he speaks, if he does 
speak, he may explain how it happened. 

The infant and maternal death rates in Ken- 
tucky before the Sheppard-Towner Maternity 
and Infancy Act—this is the infant death rate 
—were: In 1917, 87; 1918, the influenza year, 
93; 1919, 82; 1920, 75; 1921, 6%. There is a 
decline before the Sheppard-Towner Act of 67 
to 82. The Sheppard-Towner Act went into 
operation the following year, with a death rate 
of 69; and this is the way the death rate for 
Kentucky has fluctuated in that period when 
the Sheppard-Towner Act went into operation: 
Infant death rate 1922, 69; 1923, 72; 1924, 65; 
1925, 71; 1926, 75; 1927, 61; 1928, 70; 1929, 
71. It fluctuated during that period from 69 to 
71, and ended up at 71. 

Senator Copeland: How much money did the 
public health officer have to spend at that time? 

Doctor Woodward: I do not know. The fol- 
lowing year, when the Sheppard-Towner Act was 
no longer operative, 1930, the infant death rate 


dropped six points to 65. I do not say that was 
because the Sheppard-Towner Act ceased to oper- 
ate, but I give you the figures. 


Senator Copeland: Then, by the same argu- 
ment, you have got to say we have to stop all 
our health work because the Sheppard-Towner 
Act was repealed ? 

Doctor Woodward: I say that the States did 
as well without the Sheppard-Towner Act as 
with it. > 

We have for the maternal rate 1917, before 
the Sheppard-Towner Act, 6; in 1921, the last 
year before the act, 3.3; the first year of the 
Sheppard-Towner Act, 6.1; and it ended up in 
1921 as 6.7. Those things can be explained, if 
you want to. You will find in there the same 
excess of urban mortality over rural mortality 
that you will find in other States. I will not 
undertake to read all, but take 1927, the infant 
mortality rate, rural, in the State of Kentucky 
was 59, urban 71. The maternal mortality in 
the rural portion of Kentucky was 4.7 and the 
urban 6.2. 

It shows that the States can and have done 
st. I hope within a day or two we shall have 
the figures for each particular State, along with 
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these other tables, so that he can analyze them 
and submit to experts and find wherein I have 
made error, if I have made any. 

I come now to another important matter, and 
that is the matter of the financial ability of the 
State. This act was supposed to encourage the 
States to increase appropriations for this class 
of work. So far as I can discover, it did nothing 
of the sort but had the contrary effect. Doctor 
Taylor told you this morning that in his own 
State, which has been appropriating annually 
approximately $50,000 a year, I think it was, 
when the Sheppard-Towner Act began, dimin- 
ished its appropriation to $15,000. Here is a 
more remarkable situation: When money was 
provided by the Federal Government in the form 
of subsidy for maternal and infant hygiene, cer- 
tain representative States, and presumably all 
the States which accepted such subsidies, seemed 
to have relied on the Federal subsidies to con- 
serve State funds, so as to make them available 
for other purposes than maternal and infant 
hygiene. When Federal subsidies were no longer 
available, many States appropriated for maternal 
and infant hygiene more nearly in keeping with 
their ability to pay. The report of the Chil- 
dren’s Bureau in 1929, page 8, shows that imme- 
diately after the withdrawal of Federal subsidies 
under the Sheppard-Towner Act became inevi- 
table, 15 representative States and the Terri- 
tory of Hawaii appropriated amounts equaling 
the combined Federal and State funds of the 
previous year. That is, when the Federal subsidy 
was no longer available. 

Senator Copeland: Then it had that educa- 
tional value that induces the States today? 

Doctor Woodward: Induced them to conserve 
their own funds that might have been used for 
infant hygiene for other purposes. 

Senator Copeland: Then, perhaps in the long 
run that is good? 

Doctor Woodward: That is outside of the 
purposes of the act, however. The States of 
Delaware, Maine, Maryland, Michigan, Missouri, 
New Hampshire, New Jersey, New Mexico, New 
York, North Carolina, North Dakota, South 
Dakota, Tennessee, Vermont, and Wisconsin and 
other States made immediate provision for in- 
creasing the State appropriations substantially 
when the Federal funds were withdrawn, show- 
ing they might have been able to do so before. 
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I shall not discuss further the constitution- 
ality of this act, but if I might I shall file my 
statement generally. But I do want to speak 
briefly with respect to the act as a matter of pub- 
lie policy. I think it was Doctor Chapman who 
said he had no objection to feeling provoked, and 
all of those things that go with good republican 
government. I agree with him. I think, how- 
ever, that our platforms have a certain meaning, 
and so I would like to read from the Democratic 
platform of 1928 to show where it stood with 
respect to the enlargement of the bureaus as 
herein contemplated. 

Senator Copeland: Jim Reed wrote that, did 
he not? (Laughter.) 

Doctor Woodward: It is very mild. I am 
quite sure he did not write the Republican plat- 
form, and I will read that next following. The 


Democratic platform provided (reading) : 

We demand that the constitutional rights and powers 
of the States shall be preserved in their full vigor and 
virtue. These constitute a bulwark against centraliza- 
tion. 

We oppose bureaucracy and the multiplication of 
offices and officeholders. 

We demand a revival of the spirit of local self gov- 
ernment without which free institutions can not be 
preserved. 

The Republican platform of 1928 was no less 
specific. (Reading) : 

There are certain other well-defined Federal obli- 
gations, such as interstate commerce, the development 
of rivers and harbors, and the guarding and conserva- 
tion of natural resources. The effort which, however, 
is being continually made to have the Federal Govern- 
ment move into the field of State activities has never 
had, and never will have, the support of the Republican 
party. In the majority of the cases State citizens and 
officers are most pressing in their desire to have the 
Federal Government take over these State functions. 
This is to be deplored for it weakens the sense of 
initiative and creates a feeling of dependence which is 
unhealthy and unfortunate for the whole body politic. 

There is a real need in the country today to revitalize 
fundamental principles ; there is a real need of restoring 
the individual and local sense of responsibility and self- 
reliance; there is a real need for the people once more 
to grasp the fundamental fact that under our system of 
government they are expected to solve many problems 
through their municipal and State governments, and to 
combat the tendency that is all too common to turn to 
the Federal Government as the easiest and least bur- 
densome method of lightening their own responsibilities. 


Senator Copeland: That sounds familiar. Do 
you happen to have what the parties said about 
public health ? 
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Doctor Woodward: I do not recall just what 
that came under, but I think under social service. 

Senator Copeland: We will put that in the 
record tomorrow, Senator Jones. 

Doctor Woodward: There is another feature 
ef this bill that demands consideration, and that 
is the permanency of the legislation. The Shep- 
pard-Towner Act was, as you know, offered as 
an experiment, first for five years, and then ex- 
tended for two years. I know perfectly well it 
was claimed to be permanent legislation along 
toward the end of the five years. I was reason- 
ably familiar with what went on at the time of 
the enactment. I do not believe anyone even 
suggested at the time it was enacted that it was 
proposed to be permanent legislation. 

Senator Copeland: I want to say that I said 
on the floor of the Senate at that time I was not 
bound by any cloak-room agreement. 

Doctor Woodward: This is no “cloak-room 
agreement.” This is what transpired at the time 
the bill was enacted in 1921. I do not believe 
anyone contemplated it was to be a permanent 
feature of our Government. 

But, coming now to something that President 
Hoover has said— 

The Acting Chairman: Let me say in connec- 
tion with that, not in response to what he read, 
but it has been contended, and probably will be 
contended when this comes up on the floor, that 
the Senators agreed not to bring this up again. 
I expressly stated on the floor that I would not 
be bound by any such proposal. 

Senator Copeland: You said that when we 
were debating it in 1926, and I said the same 
thing ? 

The Acting Chairman: 

Senator Copeland: 


Yes, sir. 
I was not going to be 
bound by any cloak-room agreement. 


The Acting Chairman: I did not use the 
words “cloak-room,” but I said I was not bound 
by any agreement entered into because expressly 
announced on the floor at the time of the making 
of the agreement I would not be bound by it. 

Doctor Woodward: I shall be through in just 
a moment more. I only want to get an expres- 
sion of the present President with respect to per- 
manent legislation of this character. The Presi- 
dent, in his annual message of 1931, said (read- 
ing) : 


It is inevitable that in these times much of the legis- 
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lation proposed to the Congress and many of the recom- 
mendations of the executive must be designed to meet 
emergencies. In reaching solutions we must not jeopar- 
dize those principles which we have found to be the 
basis of the growth of the Nation. The Federal Gov- 
ernment must not encroach upon nor permit local com- 
munities to abandon that precious possession of local 
initiative and responsibility. Again, just as the largest 
measure of responsibility in the Government of the 
Nation rests upon local self-government, so does the 
largest measure of social responsibility in our country 
rest upon the individual. If the individual surrenders 
his own initiative and responsibilities he is rendering 
his own freedom and his own liberty. It is the duty 
of the National Government to insist that both the local 
governments and the individual shall assume and bear 
these responsibilities as a fundamental of preserving 
the very basis of our freedom. 

Now, again, in his annual message of 1929— 
that was a year earlier, the President said (read- 
ing) : 

In a broad sense Federal activity in these directions 
has been confined to research and dissemination of in- 
formation and experience, and at most to temporary 
subsidies to the States in order to secure uniform 
advancement in practice and methods. Any other atti- 
tude by the Federal Government will undermine one 
of the most precious possessions of the American people ; 
that is, local and individual responsibility. 

Senator Copeland: Did not the President in 
his message a year ago recommend this reenact- 


ment? 

Doctor Woodward: I will come to that in a 
moment. (Continues reading) : 

We should adhere to this policy. 

It was in his message of 1929. 
sage of 1930 he emphasized the temporary char- 
acter of Federal subsidies, saying (reading) : 

I urge further consideration by Congress for the 
recommendations I made a year ago looking to the 
development through temporary Federal aid of ade- 
quate State and local services for health of children 
and further stamping out of communicable disease, par- 
ticularly in the rural sections. 

And he recognized the drain that subsidies 
make on Federal revenues, saying (reading) : 

The drain upon the Federal Treasury is compara- 
tively small. 

The drain, mark you, is “comparatively 
small.” What was a small drain in 1930 might 
be regarded as a larger drain now. 

The results, both economic and moral, are of the 
utmost importance. 

No reference did he make to public health; no 
reference to improved death rate, but “results 
voth economic and moral are of the utmost im- 


In his mes- 


portance.” 
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And then in 1931, the possibility of economic 
results of any character resulting from Federal 
subsidies for mothers and children and for all 
inhabitants of rural areas was for some reason 
ignored, the President in his annual message 
saying only (reading) : 

I again call attention to my previous recommenda- 
tions upon this subject, particularly in its relation to the 
children. The moral results are of the utmost import- 
ance, 

Then, in his annual budget message—and 
with this I close, he said—and I commend this 
particularly to the attention of those present 
(reading) : 

To those individuals or groups who normally would 
importune the Congress to enact measures in which they 
are interested, I wish to say that the utmost patriotic 
duty which they can perform at this time is to them- 
selves refrain and to discourage others from seeking any 
increase in the drain upon public finances. 

I thank you very much, gentlemen, for your 
patience, 

Senator Copeland: There is one thing. 

Doctor Woodward: I will be glad to answer 
any questions I can. 

Senator Copeland: Mr. Mellon in his letter 
said that this plan, the Jones bill, would not be 
in conflict with the program of the President if 
limited to $2,000,000 a year. 

I think your presentation, Doctor Woodward, 
has been very able. 

Doctor Woodward: If there are any questions 
now or which can be answered later, I shall be 
glad to answer, or if there is any data to look 
up I shall be pleased to furnish that. I will file 
with the stenographer the gist of what I have 
said. 

(The additional statement 
Doctor Woodward is as follows:) 
MEMORANDA RELATIVE TO S. 572 
By Dr. William C. Woodward, legislative counsel, 
American Medical Association, 535 North 
Dearborn St., Chicago, III. 

I. PURPOSE OF BILL 
The purpose of this bill is (1) to protect and pro- 
mote health among the rural population and (2) to 
promote the health and welfare of mothers and children 
in rural districts and in towns and cities of not over 

50,000 population. 
II. HOW PURPOSE IS TO BE ACCOMPLISHED 

The bill aims to accomplish its purpose through Fed- 
eral subsidies, payable to the several States on certain 
conditions : 

(a) That the State accept the terms of the act, 


submitted _ by 
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except that with respect to the subsidies for materual 
and infant hygiene it is to be sufficient that the State 
once accepted the Sheppard-Towner maternity and in- 
fancy act. 

(b) That the State submit its plans for work within 
the field or fields selected to a Federal board, and have 
those plans approved by that board. 

(c) That the State carry on its work under those 
plans to the satisfaction of the board. 

(d) That the State appropriate an amount of State 
money prescribed by the bill, to match Federal funds. 

III. ADMINISTRATION 

To carry the act into effect, the bill proposes to 
create a new Federal board, to be known as the Federal 
Health Coordinating Board, consisting of the Surgeon- 
General of the Public Health Service, the Chief of the 
Children’s Bureau, and the Commissioner of Education. 

It authorizes appropriations : 

1. For rural hygiene, varying from $1,000,000 for 
the fiscal year ending June 30, 1932, to $3,250,000 for 
the fiscal year ending June 30, 1937, and for every year 
thereafter. 

2, For the hygiene of maternity and infancy, for the 
fiscal year ending June 30, 1932, and for every fiscal 
year thereafter, $1,000,000. 

IV. EFFECTIVE PERIOD 
The proposed act is to be permanent legislation. 
V. HISTORY OF BILL 


The antecedents of this bill run ‘back to the Federal 
child labor act of September 1, 1916, declared uncon- 
stitutional on June 3, 1918; to the Federal ‘child labor 
(tax) act of February 24, 1919, declared unconsti- 
tutional on May 15, 1922; to the Kahn-Chamberlain 
legislation of July 9, 1918, providing, as a war measure, 
Federal aid to the States for the prevention of venereal 
diseases ; and to the proposed child labor amendment to 
the Constitution, submitted to the several States by act 
of June 4, 1924, which the States refused to ratify. 
This bill arises immediately, however, out of the Shep- 
pard-Towner maternity and infancy act of November 
23, 1921, which Congress expressly repealed to take 
effect June 30, 1929, and out of certain clauses that have 
been embodied from year to year in appropriation acts 
authorizing the Public Health Service to conduct demon- 
strations in rural hygiene in the several States. 

VI. HOW THIS LEGISLATION MUST BE 

JUSTIFIED, IF AT ALL 

To justify the enactment of this legislation it must be 
shown : 

(a) That there is need for special measures to safe- 
guard the health of the rural population generally. 

(b) That there is special need to safeguard the 
health of mothers and children in the rural areas, and 
special need to safeguard the health of mothers and 
children outside of the rural areas, but in towns and 
cities of less than 50,000 population. 

(c) That the States are unable to meet the needs 
described above, either because of ignorance or because 
of financial distress. ae 

(d) That the Federal Governnient is able to meet 
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those needs, because of its superior wisdom or’ because 
it has financial resources that can not be better em- 
ployed. 

(e) That the methods proposed by this bill are 
within the constitutional authority of the Federal Gov- 
ernment and are consistent with sound public policy. 
VII. URBAN AND RURAL DEATH RATES OF 

POPULATION AS WHOLE 


There is no evidence of special need for measures to 
safeguard the health of the rural population, as distin- 
guished from the health of the urban population. 

The United States Census Bureau classifies as “urban” 
all cities of 10,000 inhabitants or more. The remainder 
of the population is classed as “rural.” In the absence 
of any statutory definition of the terms “rural” and 
“urban” it is presumed that that division of the popula- 
tion into classes is the division contemplated by this 
Act. eo 

The rural death rate for the entire population in the 
registration States as a whole is lower than the urban 
death rate. If, therefore, Federal aid can be extended 
either to the rural population or to the urban popula- 
tion, but not to both, as this bill implies, it should be 
extended to the urban population. 

In 1927, the latest year for which figures are avail- 
able, showing rural and urban death rates in all regis- 
tration States, the rural death rate was 10.4, while the 
urban death rate was 12.5. The following figures show 
the relation of rural death rates to urban death rates 
in certain States. These States have been chosen for 
purposes of illustration solely because they are repre- 
sented on the Senate committee before which this bill 
is pending. A list showing these death rates for all 
States is appended. (See Exhibit A.) 

EXHIBIT A 
_ Death Rate 

State “ Rural Urban 
California 8. 14:2 
Connecticut i 10.5 


Florida ..: i 12.5 
Louisiana 


Michigan 
Mississippi 
Missouri 
Nebraska 

New Hampshire 
New York 


Oregon 
Vermont 
Washington 

The foregoing figures have been taken from Mor- 
tality Statistics, 1927, Part I, Table I-A, pages 2-3, 
published by the Bureau of the Census, Washington, 
1929. Statistics for Georgia and Texas did not appear 
in the report, those States having apparently not been 
in the registration area in 1927. 
VIII. URBAN AND RURAL. DEATH’ RATES 

OF INFANTS AND MOTHERS 


There is no evidence to show that in rural areas: thé¥e 
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is more urgent need than in urban areas for Federal aid 
in safeguarding the health of mothers and children, and 
none to show that in towns and cities of less than 50,000 
population each, there is any special need for safe- 
guarding the health of mothers and children, as dis- 
tinguished from the health of the rest of the com- 
munity. 

In the registration area of the United States as a 
whole, infant and maternal death rates are lower in 
rural communities than in urban communities, as is 
shown by the following figures for the years 1922 to 
‘1927, inclusive, which are the latest available. Corre- 
sponding figures covering the period from 1915 to 1927, 


inclusive, are appended. 
Infant death Maternal death 
rates rates 


Rural Urban Rural Urban 
80 6.0 7.3 


78 5.9 

72 5.8 

78 5.6 

74 5.7 

65 5.5 
The foregoing figures are based on a table furnished 
by the Bureau of the Census and published in Report 
No. 2751, House of Representatives, Seventieth Con- 
gress, second session, February 26, 1929, to accompany 
H. R. 17183, pages 10 and 14. The death rates stated 
above represent the numbers of deaths occurring during 
the calendar year named, in infants during the first 
year of life from all causes, and in mothers from causes 
incident to pregnancy and childbirth per 1,000 live 
births occurring during the same year. From the same 
source and computed on the same basis are the follow- 
ing figures with respect to rural and urban maternal 
and infant death rates for particular States, in the 
latest year for which figures are available, 1927. These 
figures represent the death rates for the several States 
represented on the committee before which this bill is 

pending. 

Infant death Maternal death 


rates rates 
Rural Urban Rural Urban 
California 
Connecticut 
Florida 
Louisiana 
Maine 
Massachusetts 
Michigan 
Mississippi 
Missouri 
Nebraska 
New Hampshire 


North Carolina 
North Dakota 


Vermont 
Washington 


IX. ABILITY OF STATES TO CARE FOR 
RURAL, MATERNAL AND INFANT 
HYGIENE 

Available evidence shows that the States are able to 
safeguard the health of their rural population, either 
generally or with respect particularly to the health 
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of mothers and children in rural areas, and to safe. 
guard the health of mothers and children in towns and 
cities of less than 50,000 population, as well without 
Federal subsidies as with them. 

Rural death rates.—That the several States have been 
able effectively to deal with problems of rural hygiene 
is shown by the following table showing rural and 
urban death rates in the registration States during the 
years stated. 

Infant death rates—The infant death rates in the 
several States were declining rapidly under State ac- 
tivities alone, before Federal subsidies were provided 
under the Sheppard-Towner maternity and infancy act. 
After that act was passed, the decline was not as rapid 
as it had been before, nor was it any more rapid in 
the States that yielded to the terms of the act than 
it was in the States that did not yield. There is not 
the slightest evidence to show that the rate of decline 
in infant mortality was accelerated in any State as the 
result of Federal aid. The following table shows the 
rate of decline in infant mortality, urban and rural, in 
the entire registration area, by years, from 1915 to 
1927, inclusive. The Sheppard-Towner maternity and 
infancy act became a law November 23, 1921. Some 
States did not accept it at once and some did not accept 
it at all. The table must be interpreted with those facts 
in mind. 

Maternal death rates.—Maternal death rates have re- 
mained more or less stationary for many years past. 
There is no evidence to show that Federal subsidies to 
any State, under the Sheppard-Towner maternity and 
infancy act caused a downward trend or maintained a 
downward trend in those rates. The following figures 
embody the record with respect to maternal mortality 
rates in the entire registration area, from 1915 to 1927, 


inclusive. 

Infant death Maternal death 
rates rates 
Rural Urban Rural Urban 

108 ; 6.4 
104 
100 
108 
89 
91 
78 
80 
78 
72 
73 
74 
65 


1The Sheppard-Towner maternity and infancy act was ap 
proved Nov. 23, 1921. 

The death rates for mothers and infants in two States 
and in the District of Columbia, in which the Sheppard- 
Towner Act never came into operation, are stated in 


the following table. They show that in Massachusetts 
and in the District of Columbia the decline in infant 
death rates was well established before the passage of 
the Sheppard-Towner Act and that without the aid of 
that act the decline continued after its passage. In 
Illinois, which was admitted to the registration area in 
1922, the rate of decline in the infant death rate, with- 
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out the aid of the Sheppard-Towner Act, was as rapid 
as the decline in the infant death rates of the several 
States that came under the operation of the act. The 
figures show further that the maternal death rates in 
the jurisdictions named have not maternally declined, 
which corresponds with the records in the Sheppard- 


Towner States. 
Infant and maternal death rates in jurisdictions never under 
the Sheppard-Towner Act 
Infant death rates Maternal death rates 
District of Illi: Massa- District of Illi- | Massa- 
Columbia nois! chusetts Columbia nois! chusetts 
° 7 
10 
8 


76 
82 
71 
73 
69 
64 
64 
61 (4) 
55 (*) 


Gama rm aa er2earnrtoaon ae 


_ : 
WRIAAABDBAAWAS: 


>= 


1, Not in registration area, until 1922. 
able. 

2. The Sheppard-Towner Act was approved November 23, 
1921, It was never accepted by this jurisdiction. 

8. The Sheppard-Towner Act expired by express repeal, 
June 30, 1929, 


4, Figures not available. 

Financial ability of States—There is no evidence to 
show that the States generally are financially any less 
able than is the Federal Government to provide money 
for rural, maternal, and infant hygiene. The effect of 
Federal subsidies in deterring States from appropriating 
to the full extent of their ability was clearly shown 
through the operation of the Sheppard-Towner Ma- 
ternity and Infancy Act. When money was provided 
by the Federal Government, in the form of Federal 
subsidies for maternal and infant hygiene, certain rep- 
resentative States—and presumably all States that ac- 
cepted such subsidies—seem to have relied on the Fed- 
eral subsidies to conserve State funds, so as to make 
them available for purposes other than maternal and 
infant hygiene. When Federal subsidies were no longer 
available, many States appropriated for maternal and 
infant hygiene more nearly in keeping with their ability 
to pay. The report of the children’s bureau, 1929, 
page 8, shows that immediately after the withdrawal of 
Federal subsidies under the Sheppard-Towner Act be- 
came inevitable, 15 representative States and the Terri- 
tory of Hawaii appropriated amounts equalling the com- 
bined Federal and State funds of the previous year. 
These States were Delaware, Maine, Maryland, Michi- 
gan, Missouri, New Hampshire, New Jersey, New 
Mexico, New York, North Carolina, North Dakota, 
South Dakota, Tennessee, Vermont, and Wisconsin. 
Other States made immediate provision for increasing 
their State appropriations substantially when the Fed- 
tral funds were withdrawn. If these States were able 
80 to increase their appropriations on the withdrawal 


Figures not avail- 
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of Federal subsidies, there is no reason to believe that 
they could not have increased them before; the with- 
drawal of the Federal subsidies certainly did not add 
to their financial resources. If these States increased 
their appropriations because of the withdrawal of Fed- 
eral subsidies, probably some or all of the remaining 
States might have done so. 

X. CONSTITUTIONALITY OF THE FEDERAL 

SUBSIDY SYSTEM 


The use of Federal subsidies for the purpose of pro- 
curing the right to supervise and control intrastate 
activities over which the Federal Government has no 
constitutional authority is unauthorized by anything in 
the Constitution. 

That the Federal Government has no authority over 
intrastate child welfare is amply attested by at least 
two decisions by the United States Supreme Court, by 
the refusal of the States to ratify a constitutional amend- 
ment proposing to give the Federal Government certain 
authority over child welfare within the States, and by 
the fact that the Federal Government even now does 
not venture to go into any State to exercise any sup- 
posed authority over child welfare, but provides a cash 
payment for each State that will give the Federal Gov- 
ernment the right to do so. What is true concerning 
Federal authority over child welfare within the several 
States is equally true with respect to rural and maternal 
welfare. 

When Congress enacted a statute purporting to regu- 
late child labor within the several States, under Fed- 
eral authority over intrastate and foreign commerce, the 
United States Supreme Court said: “To sustain this 
statute would not be, in our judgment, a recognition of 
the lawful exertion of congressional authority over in- 
terstate commerce, but would sanction an evasion by 
the Federal power of the control of a matter purely 
local in its character.’ (Hammer v. Dagenhart, 247 
Ut. S. 251, 38 S. Ct. 529). When Congress later under- 
took to regulate child labor within the several States, 
under the authority granted it under the taxing clause 
of the Constitution, the United States Supreme Court 
said: “Here the so-called tax is a penalty to coerce the 
people of a State to act as Congress wishes them to act 
in respect of a matter completely the business of the 
State government under the Federal Constitution.” 
(Bailey vy. Drexel Furniture Co., 259 U. S. 20, 42 Sup. 
Ct. 449.) When Congress by joint resolution of June 
4, 1924 (43 Stats. L. 670) proposed to the people of 
the several States that they grant to the Federal Gov- 
ernment authority to prohibit in the several States the 
labor of persons under 18 years of age, the people 
refused to grant that authority, 

When the constitutionality of the Sheppard-Towner 
Infancy Act was called into question and the Federal 
Government undertook to establish that constitutionality, 
the United States Supreme Court significantly re- 
frained from deciding the matter, notwithstanding the 
fact that the constitutionality of a statute is always to 
be upheld where it is possible for a court to do so: 
The Supreme Court said “We have reached the conclu- 
sion that the cases must be disposed of for want of 
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jurisdiction without considering the merits of the con- 
stitutional questions.” (Massachusetts v. Mellon: Froth- 
ingham v. Mellon, 43 S. Ct. 597, 262 U: S. 447.) 

When the Federal’ Government and the government 
of a State have under the Constitution a joint interest 
in a matter,’ such as the building of roads, there can 
be no constitutional objection to the two -Governments 
acting jointly with respect to the matter. When they 
have a joint interest with respect to such a matter as 
the suppression of contagious diseases—the Federal Gov- 
ernment with respect to their suppression in interstate 
and foreign commerce and the State government within 
the confines of the State itself—there can be no objec- 
tion to joint action. When the Federal Government 
owns extensive forest areas and by virtue of its pro- 
prietary interest has a right and a duty to protect them 
from fire and other destructive agencies, and the State 
government within which these forest areas are located 
has a governmental duty to protect such property, 
whether it belongs to the Federal Government or a pri- 
vate citizen, the pooling of the resources of Federal and 
State Governments is free from constitutional objection. 
When, however, the Federal Government uses moneys 
that it has raised by Federal taxation, for the purpose 
of buying from the States some of their constitutional 
rights, or bribing them to give up such rights, or 
coercing them into such a surrender, the procedure is 
objectional from every constitutional standpoint. 

Moreover, the legislation now proposed is obnoxious 
class legislation. It seeks to provide Federal gratuities 
for residents in rural areas, as distinguished from resi- 
dents in urban areas, without any rational basis for the 
preference, since the records show that the residents of 
urban areas are more in need of that benefit than are 
residents in rural areas. 
XI. PUBLIC POLICY AS RELATED TO THE 

FEDERAL SUBSIDY SYSTEM 

The intrusion of the Federal Government into the 
province of the States was condemned in the Democratic 
platform of 1928, which said: 

“We demand that the constitutional rights and powers 
of the States shall be preserved in their full vigor and 


These constitute a bulwark against centraliza- 
i.e 


virtue. 
tion * 

“We oppose bureaucracy and the multiplication of 
offices and officeholders. 

“We demand a revival of the spirit of local self-gov- 
ernment without which free institutions can not be pre- 
served.” 

The Republicant platform of 1928 was no less specific: 

“There are certain other well-defined Federal obli- 
gations, such as interstate commerce, the development 
of rivers and harbors, and the guarding and conservation 
of national resources. The effort which, however, is 
being continually made to have the Federal Government 
move into the field of State activities has never had, 
and never will have the support of the Republican Party. 
In the majority of the cases State citizens and officers 
ere) most pressing in their desire to have the Federal 
Government take over these State functions. This is 
to be deplored, for it weakens the sense of initiative and 
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creates a feeling of dependence which is unhealthy and 
unfortunate for the whole body politic. 

“There is a real need in the country today to revitalize 
fundamental principles; there is a real need of restor- 
ing the individual and local sensé of responsibility, and 
self-reliance ; there is a real need for the people once 
more to grasp the fundamental fact that under our 
system of government they are expected to solve. many 
problems themselves through their municipal and State 
governments, and to combat the tendency that is all 
too common to turn to the Federal Government as the 
easiest and lease burdensome method of lightening their 
own responsibilities.” 

The Secretary of Labor, under whose jurisdiction it 
is proposed to place a part of the authority and money 
te be provided by this bill, has forefully pointed out the 
objection to the Federal subsidy system, and the Presi- 
dent might almost be said to have given tacit approval 
to the Secretary’s statement, when he made it public 
in explaining his failure to approve the bill introduced 
by Senator Wagner (S. 3060, 7ist Cong.) to provide 
for the establishment of an employment system for 
cooperation with the States. The Secretary said: 

“There are a great many other objections to this bill. 
The whole question of Federal subsidy to State govern- 
ments is subject to the great question as in some States 
it would be used to set up agencies, given over largely 
to politics. In others the Federal appropriations would 
be used merely to relieve the State of one-half its pres- 
ent expenditure, with no increase in services. There 
is no provision to guarantee the character of State em- 
ployees who would be partly paid by Federal funds. 
There can be no basis in our form of government for 
the Federal Government to force State legislative poli- 
cies, such as this bill might imply. The measure pro- 
vides for the establishment of 49 advisory councils, 
which means the widest variety of opinion and the main- 
tenance of permanent friction, dispute, and interference 
with administration. It would be difficult to devise a 
better plan to defeat the unification of employment 
policy.” (United States Daily, March 9, 1931. New 
York Times, March 8, 1931.) 

The President, in his annual message, December, 1931, 
again stated principles condemnatory of the Federal 
subsidy system: 

“It is inevitable that in these times much of the 
legislation proposed to the Congress and many of the 
recommendations of the Executive must be designed 
to meet emergencies. In reaching solutions we must 
not jeopardize those principles which we have found 
to be the basis of the growth of the Nation. The 
Federal Government must not encroach upon nor permit 
local communities to abandon that precious possession 
of local initiative and responsibility. Again, just as the 
largest measure of responsibility in the government of 
the Nation rests upon local self-government, so does the 
largest measure of social responsibility in our country 
rest upon the individual. If the individual surrenders 
his own initiative and responsibilities he is surrendering 
his own freedom and his own liberty. It is the duty of 
the National Government to insist that both the local 
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governments and the individual shall assume and bear 
these responsibilities as a fundamental of preserving the 
yery basis of our freedom.” 

The President, always in his previous messages, has 
emphasized the urgent importance of the temporary 
character of Federal subsidies. In his annual message 
of 1929, referring to the program of the Federal Gov- 
ernment for constructive social service, he said: 

“In a broad sense Federal activity in these directions 
has been confined to research and dissemination of in- 
formation and experience, and at most to temporary 
subsidies to the States in order to secure uniform ad- 
yancement in practice and methods. Any other attitude 
by the Federal Government will undermine one of the 
most precious possessions of the American people; that 
is, local and individual responsibility. We should adhere 
to this policy.” 

“The apparent danger that lurks in all our more re- 
cent attempts to inject the Federal Government into 
education in the local communities is that it has not 
always nor even generally manifested that tender regard 
for local modes of management which has characterized 
State and county cooperation with local schools. Fed- 
eral agencies frequently tend to set up modes of manage- 
ment highly centralist in spirit and effect, wherever they 
have tried to work in cooperation with state-wide 
agencies and local boards. Their right to approve and 
to reject plans submitted by the States, involving details 
of both administration and instruction, is not in harmony 
with the indigenous American spirit of local and decen- 
tralized management which has always yielded certain 
and good results given adequate time. It is the spirit 
of local self-government native to the American people 
which dominates most of our educational affairs in the 
48 States. The centralist :attitude, already apparent 
where the Federal Government touches education in the 
States, is felt to be contradictory to our normal ways 
of conducting educational affairs, and hence arouses 
popular distrust.” (Report of the National Advisory 
Committee on Education, on Federal Relations to Edu- 
cation, Part 1, Washington, 1931, pp. 19-20.) 

“The matching of Federal money grants, with State 
or local funds whether their use is for general or special 
educational purposes is a policy not to be favored in the 
field of education.” (Ibid., p. 33.) 

Again, in the President’s annual message, in 1930, he 
emphasized the temporary character of Federal subsidies, 
saying : 

“I urge further consideration by Congress for the 
recommendations I made a year ago looking to the de- 
velopment through temporary Federal aid of adequate 
State and local servicés for the ‘health of children and 
the further stamping out of commiunicable disease, par- 
ticularly in the rural sections.” 

And he then recognized the drain that subsidies made 
on Federal revenues, saying : 

“The drain upon the Federal Treasury is compara- 
tively small. The results both economic ont moral are 
of the utmost importance.” 

In 1931, the possibility of economic results of any 
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character resulting from Federal subsidies for mothers 
and children and for all inhabitants oferural areas was 
for some reason ignored, the President in his annual 
message, saying only: 

“T again call attention to my previous recommenda- 
tions upon this subject, particularly in its relation to 
children. The moral results are of the utmost impor- 
tance.” 

And finally, we must emphasize the plea made by the 
President in his annual Budget message, 1931: 

“To those individuals or groups who normally would 
importune the Congress to enact measures in which they 
are interested, I wish to say that the most patriotic 
duty which they can perform at this time is to them- 
selves refrain and to discourage others from seeking 
any increase in the drain upon public finances.” 


Comparison of urban and rural death rates for entire 
population in the registration States of the United 
States in the calendar year 1927 


[Compiled from mortality statistics, 1927, Twenty-eighth annual 
report, Part I, Table I-A, pp. 2-3. Published by the U. S. 
Bureau of the Census, Washington, 1929] 

Urban rate Rural rate 
All registration States 

Alabama 

Arizona 

Arkansas 

California 

Colorado - 

Connecticut 

Delaware 


Illinois 
Indiana 


Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 

New Hampshire 
New Jersey 
New York 
North Carolina 
North Dakota 
Ohio 

Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
Tennessee 


Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming 


Note.—“Urban” includes cities of 10,000 inhabitants or 
more in 1920; the remainder of the States is included as 
“rural.” 





464 


Comparison of urban and rural infant and maternal 
. death rates 
KENTUCKY 


Infant 
Rural Urban 


Maternal 


Year Rural Urban 


Before Sheppard-Towner period: 


4.7 6.2 
Infant Maternal 


Before 
1917 
1918 
1919 
1920 
1921 
During Sheppard-Towner period: 
BOE 0.0.6. bec owb he whawieus Wiebe 6668) ses one 
1923 
1924 
1925 
1926 


But probably the most overworked figures that have 
been used in the support of the Sheppard-Towner 
propaganda are such as those referred to above, pur- 
porting to show an exceedingly high maternal mor- 
tality rate in the United States as compared with the 
maternal mortality rates in other countries. Concern- 
ing comparisons of that kind, the Bureau of Census 
has this to say: 

“As already pointed out, the classification of deaths 
from puerperal causes differs greatly in different coun- 
tries. Higher rates in one country than in another, 
therefore, do not necessarily mean higher mortality from 
these causes. Howeyer, as classification in a given 
country presumably differs but little from year to year, 
the rates do presumably serve as useful measures of 
mortality from these causes within the country itself. 

“Comparing the rates of 1923 with those of 1915, for 
puerperal septicemia, the United States shows the same 
rate for both years, England and Wales a reduction of 
13.3 per cent in its rate, Australia an increase of 30.8 
per cent, New Zealand an increase of 137.5 per cent, 
and Scotland the same rate for both years. For other 
puerperal causes, the United States shows an increase 
of 5.4 per cent; England and Wales a decrease of 7.4 
per cent; Australia an increase of 17.2 per cent; New 
Zealand a decrease of 15.4 per cent; and Scotland an 
increase of 7.1 per cent.” Twenty-fourth Annual Re- 
port, Bureau of the Census, Mortality Statistics, 1923, 
published in 1926, page 64. 

Just what comfort Sheppard-Towner propagandists 
can get out of these figures is hard to see. 

The house of delegates of the American Medical 
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Association, in May, 1922, declared the original Shep- 
pard-Towner Act a product of political expediency and 
not in the interest of public welfare, and disapproved it 
as a type of undersirable legislation which should be dis- 
couraged, Eight years later, the house of delegates, 
after observing the Sheppard-Towner Act in operation 
for a period of seven years, has found no evidence to 
produce any change in its views with respect to the 
act. At the Detroit session, in June, 1930, the follow- 
ing resolution was approved: 

Whereas, the American Medical Association is jn 
entire sympathy with the cooperative efforts of Fed- 
eral and State agencies to establish and develop official 
local health organizations for the conduct of those actiyi- 
ties which are generally recognized as the proper func- 
tions of such health departments; and 

Whereas, the usurpation of any public-health function 
by any lay bureau of the Federal Government, which, 
through allotments of Federal subsidies for special 
health services, seeks to duplicate and administer duties 
and functions already placed by law on the United . 
States Public Health Service, tends to produce ineffi- 
ciency and waste; and 

Whereas the United States Public Health Service has 
in the past efficiently discharged its duties with respect 
to such matters and now, through recent organization, 
has been provided with enlarged facilities for carrying 
on such work; and 

Whereas, an effort is now being made to revive and 
perpetuate the Federal subsidy system established under 
the defunct Sheppard-Towner Maternity and Infancy 
Act, which authorized the payment of State subsidies, 
over a fixed period of years, on an arbitrary and irra- 
tional basis of population, without reference to the ascer- 
tained sanitary and health needs of the several States or 
to their ability to meet their own needs; and 

Whereas, the payment of such subsidies was made 
dependent on the surrender by the legislatures of the 
several States, to the Federal Government, of the right 
to supervise and control State activities in the selected 
field of public health; and 

Whereas this system after seven years’ trial under 
the administration of a lay bureau effected no improve- 
ment in the field of public health in which it was opera- 
tive, notwithstanding the expenditure of millions of dol- 
lars of Federal and State money ; and 

Whereas in the judgment of the house of delegates of 
the American Medical Association, any such system 
tends to destroy local initiative and sense of responsi- 
bility and to pay Federal funds for purposes named by 
the Federal Government to States not in need of Fed- 
eral aid: Be it 

Resolved, That the house of delegates of the Ameri- 
can Medical Association condemns as urisound in policy, 
wasteful and extravagant, unproductive of results, and 
tending to promote communism, the Federal subsidy 
system established by the Sheppard-Towner Maternity 
and Infancy Act, and protests against the revival of that 
system in any form; 

Resolved, That it is the sense of the house of dele- 
gates that each State should be left free to formulate 
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its own health programs, with the cooperation of the 
United States Public Health Service if desired by the 
State, free from any inducement or compulsion in the 
way of Federal reward or coercion ; 

Resolved, That any legislation involving cooperation 
between the Federal Government and the several States 
in the field of public health must, in the interest of 
eficiency and economy, in the judgment of the house of 
delegates, be administered under the joint supervision 
and control of the United States Public Health Service 
and the State health authorities; and be it further 

Resolved, That copies of these resolutions be sent 
immediately to the President of the United States and 
to every Senator and Representative in Congress.— 
Proceedings, House of Delegates, A. M. A., 1930, p. 35, 
40, 41. 

EXHIBIT B 
Comparison of infant and maternal death rates in the 
registration State of 
[Compiled from House Report 2751, 70th Cong., 2d_sess., 
Feb. 26, 1929, accompanying H. R. 17183] 
Infant death Maternal death 


rates rates 
Rural Urban Rural Urban 


1. The Sheppard-Towner Infancy and Maternity Act was 
enacted Nov. 28, 1921. 





RAVENSWOOD HOSPITAL, CHICAGO 
ESTABLISHES STAFF NURSING 

We wish to announce a new plan of nursing 
to be known as STAFF NURSING at Ravens- 
wood Hospital. The economic condition has 
caused us to adopt this practice as we believe it 
is a very definite means of reducing the cost 
of hospitalization for those patients who need 
more than general floor care. We hope you will 
cooperate with us in making this plan a success- 
ful and permanent one. 
20-hour duty nurse, at present, costs the patient. ..$9.50 
12-hour duty nurse, at present, costs the patient... 8.50 
24 hours of STAFF NURSING service will cost 
patient 

The STAFF NURSING plan is as follows: 

The patients’ pavilion on the first floor, con- 
sisting of 16 beds will be devoted entirely to 
this service. 

The Supervisor will have only carefully se- 
lected graduate nurses comprising her staff. 
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At no time will there be more than three 
patients per each staff nurse. 

The price for the bed will be increased $4.00 
--i. e., a $5.00 semi-private bed will cost $9.00 
in the STAFF NURSING service. 

Only contagious (or isolated) and mental 
patients cannot be admitted to STAFF NURS- 
ING. 

We are sure your patients will be well pleased 
with this service and we welcome your personal 
reaction and comments. 

Sincerely, 
J. Dewey Lutes, 
Superintendent. 





STATE MEDICINE SITUATION IN CUBA 
WITH ITS GREAT HEALTH INSUR- 
ANCE SOCIETIES QUITE OF A PIECE 

WITH SIMILAR PROPAGANDA 
RIFE THROUGHOUT THE 
UNITED STATES 


Cuba, charming Cuba, would seem to suffer 
from as many land sharks on its vernal acres 
as from those deep sea monsters that abound 
in its encircling blue waters. 

The Island of Cuba groans beneath the weight 
of a politically sponsored lottery and to other 
burdens has been added what competent authori- 
ties call “the present unhappy Condition of 
Medical practice in Cuba”, adding that in Cuba, 
and more expressly in its metropolis of Havana, 
exists a “more intensive and extensive develop- 
ment of health insurance societies than anywhere 
else in the world.” 

Time and time again the editor of this pub- 
lication has made the statement and backed it 
up, that health insurance is a blemished spawn’ 
of socialism stopping at nothing by which it 
can pollute and destroy the self respect and de- 
mocracy of any civilized community. To some 
extent efforts of organized medicine have balked 
the arrant spoilage by communistic control of 
the practice of medicine in the United States, to 
the detriment of the profession and to the des- 
picable harm of the general public welfare. 

Unfortunately in this instance we have played 
the laggard in our vigil over our insular posses- 
sions and protectorates. 

And as a consequence, behold the Cuban sit- 
uation. 

Dr. George H. Kress of Los Angeles, Calif., 
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editor of “California and Western Medicine,” the 
periodical owned and published by the Califor- 
nia Medical Association and as such the of- 
ficial organ of the California, Utah, and Nevada 
Medical associations, during a recent visit to 
Cuba came upon the most appalling conditions. 
A survey and resume of these were published 
in “California and Western Medicine.” It is of 
such moment and of such interest that it will 
bear lavish quotation. For it your editor asks 
close study. Cuban medical conditions we dare 
not ignore, both for our own interest and for 
that of the country, aye of the world at large. 

Says Dr. Kress in part: 

“Unhappy problems confront the medical pro- 
fession of that island neighbor of the United 
States, Cuba. The unfortunate situation which 
exists in Cuba is not due to poor organization 
of the medical profession, for in Cuba, with 
its three million inhabitants, practically every 
one of the three thousand physicians is a mem- 
ber of the Cuban Medical Federation (Federa- 
cién Médica de Cuba). Nor are the problems 
compuicated by cultist medicine, for Cuba has no 
cultisé groups. As a matter of fact, the great 
majority of the physicians are graduates of the 
Medical School of the University of Havana, 
which school has given excellent courses of in- 
struction. 

“Somewhat more than a year ago, by order 
of the Cuban governmental authorities, the Uni- 
versity of Havana was closed, presumably be- 
cause of the active part which students had been 
taking in insurrectionist movements. The closing 
of the University has aroused very little indigna- 
tion or adverse comment among members of the 
medical profession because Cuba at this time is 
supplied with physicians to more than amply an- 
swer its needs, especially under conditions now 
existing. Because of the present status of medical 
practice in Cuba, members of the profession com- 
plain with considerable feeling of the deplorable 
arrangements which take from them those eco- 
nomic rewards which are so important, if phy- 
sicians and their families are to live and have 
the comforts that are necessary accessories for 
satisfactory and efficient practice of the healing 
art. 

“From a somewhat hasty survey of the Cuban 
medical situatien in that island, and in par- 
ticular, in its metropolis, Havana, there is a 
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more intensive and extensive development of 
‘health insurance societies’ than can be found 
anywhere else in the world. This peculiar sit- 
uation was called to the attention of the House 
of Delegates .of the American Medical Associa- 
tion by Dr. J. M. Penichet when he attended 
the A. M. A. annual session of 1927 as repre- 
sentative of the Cuban Federation of Physicians 
(See Journal American Medical Association, 
June 11, 1927, page 1890). Dr. Penichet stated 
that: ‘Six hundred and sixty-six individuals out 
of a thousand belong to the great Spanish Health 
Societies. .. . This leaves 334 probable pa- 
tients to each physician. Supposing 10 per cent 
of this number have need for medical services 
each of us has only thirty-four patients to de- 


pend upon.’ 

“The following excerpt from Dr. Penichet’s 
address is in harmony with what I have learned 
during conversations with medical men who are 
on the staffs of different hospitals, both in in- 
stitutions supported by the government or by 
the ‘health societies.’ Quotation from the Cuban 
delegate’s address follows: 

“About fifty years ago the Spaniards in order to pro- 
tect their immigrants, established a type of society which 
in the beginning answered the purposes for which it 
was created; the medical attention of the laboring 
class. But right from the start the lay patrons took 
command of the board of directors and soon afterward 
they also joined in the privileges of their employees. 
In a very few years a number of other societies were 
founded, as many as there are provinces in Spain. 

“For the small amount of two dollars a month any 
member is entitled to the services of a specialist, and in 
case that his condition should require hospitalization, 
he will have at his disposal the very best equipped hos- 
pitals in the country. 

“Besides, he can get a certain form of preliminary 
instruction and his family may participate in the differ- 
ent courses in music, painting, and sculpture. If he is 
a sociable man, his club is ready to receive him and 
there he will find, among the luxuries of these magnifi- 
cent buildings, every possible sort of entertainment. If 
he does not care to deal with our national or foreign 
banks, he has a bank of his own. If he goes to moving 
pictures or to the theatre, he has every opportunity in 
the world to please himself. 

“This would be an ideal conception for the laboring 
class; but the rich, the very rich, belong just as well 
to these societies. The highest representatives of the 
banking business, commerce, industry, government, and 
politics are the principal associates of these institutions. 

“And it may surprise you to know that all the money 
to support all this comes out of their hospitals. Cuban 
physicians work day and night; they very seldom take 
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a vacation—perhaps just a few of the lucky ones may 
do so—and the salaries they get are something ridicu- 
lous. That is why we have founded the Cuban Federa- 
tion of Physicians, to fight against these powerful trusts 
and free the medical profession. We have had already 
two strikes which we have lost, but we keep on fighting 
for the justice of our cause.” 

“There are about a score of these health so- 
cieties, one of the strongest and the oldest being 
that known as the ‘Centro Asturiano de la 
Habana.’ It was founded on May 2, 1886, and 
carries more than 60,000 members on its rolls. 
Its hospital department is constructed on the 
pavilion system with buildings for the different 
specialties, laboratories and for administration, 
and all houses in a beautiful and expansive park. 

“So also as regards the next oldest and largest 
of these societies, and in lesser degree the others. 
The youngest of the organizations was also vis- 
ited and although only about two years old, it 
has some 20,000 members, and in addition to its 
central city office, has its hospital department in 
an old Havana mansion in one of the suburbs, 
with very good working facilities. 

“The Centro Asturiano has also erected the 
‘Palace of Asturias’ opposite the central park of 
Havana. This structure, built at an estimated 
cost of $5,000,000, is as handsome as many 
European palaces. So ornate is this building 
that its photograph is seen wherever postcards 
are displayed. The following legend is printed 
on the postcards: 

“‘This beautiful palace, of white stone, rich marbles, 
and irons, has recently been erected by the efforts of 
61,000 associates, who, for the small payment of $2 
monthly, enjoy the splendid sanatorium, clubhouse, 
school, library, gymnasium, ballrooms, amusements, etc. 
The furniture is the Spanish renaissance style, like the 
facade, is splendid. The canteen is wonderful and the 
dance hall immense. The entire building is artistically 
ornamented,’ 

“The Cuban Medical Federation (Federacién 
Médica de Cuba) was holding on December 27, 
1931, a ‘national assembly’ in which the de- 
plorable state of medical practice, largely caused 
by these ‘health societies,’ was made the subject 
of earnest discussion. The newspapers El Pais 
and El Mundo for several days gave first-page 
display articles to the transactions of the as- 
sembly. In essence, the delegates to the as- 
sembly were striving to secure for services 
tendered in the homes of members of the socie- 
ties a tariff in harmony with industrial fee table 
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rates, based somewhat on the income of the 
families. As regards hospital work, a separate 
salary tariff based on nature and degree of serv- 
ice was proposed. It was also resolved that free 
medical consultations should not be allowed ex- 
cept for declared indigents. 

“Last year the California Medical Association 
sponsored the resolutions to our national asso- 
ciation to have a Bureau of Medical Economics 
established. That department of the American 
Medical Association is now functioning. It 
would seem proper to suggest that the board of 
trustees of the American Medical Association 
might well appropriate the funds that would 
make possible a thorough investigation and re- 
port on these Cuban societies, so that constituent 
state associations such as California, might have 
such information for use in properly supervising 
within their own boundaries the development of 
similar organizations. We happen to know that 
the archives of the A. M. A. are practically 
barren of accurate or detailed information con- 
cerning these Cuban societies—which should not 
be.” 

Truly, we are not so civilized as we think! 
Here is this frightful condition existent in 
Cuba, our next door neighbor, one might almost 
say our younger sister, and nobody seems to have 
been at all alarmed about it. Governmental state 
medicine in Europe with its universal lamentable 
failure,—witness England’s dole and panel sys- 
tems, and the German “Krankenkassen” have 
caused us all indignation and worry, and yet, 
here is little Cuba right by our side in a worse 
shape than any. And let it not be forgotten that 
this “tremendous well organized pseudo-state 
medicine situation of Cuba” with its great 
“health insurance societies” are quite of a piece 
with similar propaganda rife throughout the 
United States. 

Those health insurance societies of Cuba with 
their lay boards of directors find counterpart in 
those lay directed and endowed foundations, cor- 
porations and institutions practicing medicine, 
with the part pay clinic and all the rest of the 
subsidized socialistic schemes that this magazine 
has been fighting for decades. And if we do 
not put a stop to it, and that soon, if we do 
not nullify this frightful communistic and bu- 
reaucratic trend we may expect within the next 
few years a dose of Cuban socialism that will be 
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far less welcome than some of the imported 
Cuban rum that finds such excellent market on 
our shores. Somehow contraband is always a 
successful American import ! 

The Cuban medical profession is fighting for 
its very existence. 

And a similar struggle is not far off from the 
medical profession of Illinois and of every other 
state in the Union if we permit ourselves much 
longer to be shamefully “asleep at the switch.” 

HOW RECONCILE THIS WITH HIPPOCRATES ? 

Here is a copy of the Code of Ethics of the 
Medical Federation of Cuba. These offer inter- 
esting perusal in the light of the existence of 
these health societies, since practically every 
graduate physician of Cuba belongs to La Fed- 
eracion and has signed this sealed code of ethics. 


MEDICAL FEDERATION OF CUBA 

I swear by my honor to comply always with the 
code of ethics of the Medical Profession of Cuba. 

I swear by my honor always to respect the findings 
of the Medical Federation of Cuba. 

I swear by my honor never to have any professional 
interchanges with nonaffiliated members. 

Cope oF ErHics 

Article 1—Every licensed graduate physician and 
colleague (médico colegiado) is obliged decorously to 
exercise the profession, redounding to his prestige, con- 
sideration and respect, so as to comply with the scien- 
tific, ethical and social mission of the physician, placing 
the health and well-being of the patients ever above any 
other interests, and to enlarge constantly his scientific 
knowledge. 

Article 2—The graduate physician colleague must 
never, directly or indirectly, utilize the press—other than 
a medical journal—to make public the results and suc- 
cesses of his profession, nor announce any methods of 
his cures, nor guarantee results along the lines of specific 
medical systems, nor to extend certificates recommend- 
ing particular druggists. Advertisements may make 
mention only of the specialty, title and professional 
duties of the physician, his hours of consultation, and 
address. 

Article 3.—The graduate physician colleagues will de- 
termine their professional fees in accordance with the 
importance of the services rendered, and with due regard 
to the economic capacities of the clients; and are obliged 
absolutely to reject any contract or commission what- 
ever, or recompense of any character in division with 
any person, whether physician or not. 

Article 4—No graduate physician colleague will 
accept the offer of an appointment, commission or 
charge, whether remunerated or not, to relieve another 
physician from obligation, without a previous interview 
in which he has obtained acquiescence; and, in case of 
disagreement, without the approval of the medical col- 
lege group of which he is a member. 
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Article 5.—No graduate physician colleague may visit 
a patient that is in the care of another graduate physi- 
cian colleague, without previous authorization of the 
same excepting in cases of urgency, when the assisting 
physician must inform his colleague as quickly as posi- 
ble of the fact. 

Article 6.—-Every graduate physician colleague js 
obliged to combat with all means at his command any 
illegal exercise of the profession; informing the medical 
college group of which he is a member of any such cases 
that come to his knowledge, whether practiced by indi- 
viduals foreign to the profession or by persons who, 
although having a professional title, are not legally 
authorized to practice medicine. 

Article 7—The graduate physician colleagues are 
compelled to communicate in writing to the medical col- 
lege group in which they are registered whatever illicit 
act comes to their knowledge, practiced by any physician 
in the exercise of his profession, and will bring all the 
proofs obtainable referring to the case. 

Article 8—The graduate physician colleagues are 
obliged to keep inviolable the secrets obtained in the 
exercise of their profession, unless these be of such a 
character that they must needs interfere as skilled prac- 
titioners in questions of crime, or if their medical skill 
is put in jeopardy. If the honor, life and interest of 
any third person be imperiled through the protection 
of such a medical secret, or if the anticipated result of 
the interested be not realized, then it becomes a matter 
of discretion on the part of the physician whether to 
safeguard or not any longer such a secret. 

Article 9.—Every graduate physician colleague in the 
discharge of a matter of state, province, municipality, or 
private institution nature is obliged in the exercise of 
his commission to observe the greatest circumspection 
with his affiliated colleagues without imperiling admin- 
istrative discipline, and must try, in speech and writing, 
not to use phrases that might jeopardize or lower in 
any way professional dignity. 

Article 10.—The graduate physician colleagues are 
obliged to comply strictly with the rules of professional 
etiquette in accordance with those of the medical college 
groups of which they are members. 

[Seal] 


Member Federacién Médica de Cuba. 





INCREASE IN MATERNAL MORTALITY 
IN HOLLAND 

“Although according to official statistics Hol- 
land counts among the countries with the lowest 
maternal mortality, since the period 1916-1920, 
a considerable increase in the death rate has been 
noticed. The mortality following infection was 
about 7 per 10,000 confinements. The total mor- 
tality after confinements was 20-30 per 10,000. 
These figures were obtained from various local 
sources and correspond on the whole with of 
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ficial statistics. It was difficult to find with 


certainty how this rise of mortality was brought 
about, but an important part may have been 
played by an increase of the number of miscar- 
riages or induced abortion and sepsis, by a 
relatively larger number of primiparae, and 
possibly by late marriages.” 





Correspondence 


Is THE PUBLIC HEALTH INSTITUTE 
A FAILURE? 
Chicago, Ill., April 25, 1932. 

To the Editor: I have before me the state- 
ment of the “Public Health Institute of Chi- 
cago,” showing some figures and other informa- 
tion in a comparable way for the years 1920- 
1931. While it cannot be expected that they 
show complete statistics of their operations, I 
lelieve enough is shown, presuming that the fig- 
ures are correct, to show the misleading and 
palpable failure of their organization. 

I will not go into the facts of expensive treat- 
ments, failure of treatments, and other things 
of annoying nature which patients of theirs 
have experienced and have later gone to private 
practitioners to be treated, but rather it is my 
intention to criticize their printed word. 

Page four of their booklet shows the number 
of treatments for the year 1920 to 1931. It 
shows in this respect that it has fallen since 
1929 back to the number they claim in 1923, 
namely: 275,000. It shows conclusively that 
the patients they attracted were people who had 
money in the years 1928, 1929, being peak years, 
with 450,000 treatments; years when the public 
had money to spend. Now, when they have not, 
the number has fallen to almost half, due to 
one thing—lack of cash. I believe this proves 
conclusively that their patients were attracted 
by the advertising alone and not by cheaper or 
more efficient service. 

On page five they appeal to the medical fra- 
ternity for support through some misleading and 
insulting statements, so quote portions: 

1. “Because it is organized for public sery- 
ice, not for profit, under trustworthy manage- 
ment and for people who cannot pay private 
rates.” 


Is not every doctor‘s office and hospital organ- 


CORRESPONDENCE 489 


ized for public service, and whether or not for 
profit matters not to the patient. Their report 
shows they made profits every year except 1931. 

2. “Because the institute conducts the treat- 
ment of venereal patients in an exceptionally 
efficient and thoroughly honest way.” 

A very insulting inference. Does the private 
physician who went to school for a dozen years 
or more and spent thousands of dollars feel any 
different about it? If education makes physi- 
cians dishonest it is time we let merchants and 
bankers who have never been under investigation 
practice medicine. 

3. “Because the institute through ethical ad- 
vertisements points out the dangers, etc., of 
venereal diseases and directs them to physicians 
or medical agencies where they can receive 
proper treatment.” 

Another insulting inference. The twenty thou- 
sand dollar doctor with fifteen to twenty years’ 
study back of him is incompetent. Their 
hirelings who probably failed in private prac- 
tice are competent. 

In another part they say that the public would 
be pauperized by private physicians. Those pri- 
vate physicians who have treated former patients 
of the Public Health Institute will know how 
well pauperized they were when they got them. 

The inference on page six is that all doctors 
who do not charge high fees are incompetent or 
lack facilities for treatment, so they, by advertis- 
ing, must tell them to come to them. 

A statement is made that 95 per cent of per- 
sons cannot afford to pay the private practitioner 
the minimum expense for treatment. 

It would be very enlightening if the Public 
Health Institute would publish the charges 
made to their patients:so the private physician 
could compare it with his own. Their expensive 
advertising surely must make the charges ex- 
orbitant. The private physician through com- 
petent service pays nothing for his advertising. 

On page seven it states that patients who can 
afford to pay prefer a specialist, all others gen- 


erally prefer a clinic. The family doctor knows 


better than that. 

The financial statement on page eight lacks 
details such as how much was spent for adver- 
tising. All laudable features of the institute, 
however, are there no doubt. Such things as 
number of patients quitting as uncured or dis- 
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gruntled with the method of treatment are not 
mentioned in the booklet. 

Conclusions drawn by the writer: 

1. The Public Health Institute exists solely 
by advertising. 

2. It exists also solely on financial condi- 
tion of the public like any other institution. 

3. That because of the business depression 
people go to the cheapest place where they can 
receive efficient treatment. Evidently the Pub- 
lic Health Institute is not cheapest and best or 
their number of patients would not be reduced 
by almost half. 

4. That the number of people has not been 
reduced who suffer from venereal disease, yet the 
Public Health Institute suffered a reverse in 
number of patients and income greater than 
many profit seeking institutions. 

5. That medical institutions not favorable 
to the public good and not sponsored by the rank 
and file of the profession will go down to an un- 
timely grave. 

Such is my indictment of the most egregious 
and presumptuous enemy of organized medicine. 

A. H. Havussr, M.D. 

2800 Milwaukee Avenue. 





RETROBULBAR NEURITIS DUE TO THAL- 
LIUM POISONING FROM DEPILATORY 
CREAM: REPORT OF THREE CASES 

William Mahoney, Boston (Journal A. M. A., Feb. 
20, 1932), reports the case histories of three patients 
who were referred to the neuro-surgical service of the 
Peter Bent Brigham Hospital by ophthalmologists be- 
cause of failing vision and suspected chiasmal mischief. 
Each of these patients gave a history of use of a pro- 
prietary depilatory, Koremlu Cream, which has long 
since been brought to the attention of the Bureau of 
Investigation of the American Medical Association, and 
on which the bureau reported with regard to its con- 
stituents, all this because of the appearance of periph- 
eral neuritides in people who had been using this 
cream. The review indicated that the active principle 
was thallium and the percentage of the acetate present 
was 7.18, an unusually bold potency in view of Sabour- 
aud’s earlier caution to use it so sparingly and in a 
strength no greater than 1 per cent. In presenting the 
proprietary cream, the distributors advertise it most 
attractively, convincingly, and with absolute assurance 
that no harm will follow its use. The author’s pur- 
pose is to point out the dangers that follow long-con- 
tinued use of this preparation. The three examples 
presented were patients who entered a neurosurgical 
clinic as “intracranial tumor suspects” and were found 
to have an advancing retrobulbar neuritis. Their fail- 
ing vision has been checked and improved by discon- 


June, 1932 


tinuing the employment of what, therefore, is the most 
probable source of the disorder. 





INFERTILITY AND STERILITY: AN ANALY. 
TIC STUDY OF THREE HUNDRED 
COUPLES 
Irving F. Stein and Michael L. Leventhal, Chicago 
(Journal A. M. A., Feb. 20, 1932), examined and 
treated 300 couples presenting sterility problems. On 
the basis of an analysis of the results they stress the 
importance of a rational sequence of investigative pro- 
cedures. They excluded from the diagnosis of sterility 
all couples who meet with the fundamental requisites 
of fertility even though married three years or more. 
These were grouped under the classification of infer- 
tility. Female causes were found in 89.4 per cent, 
male causes in 28.8 per cent., and both male and fe- 
male in 18.1 per cent. of the sterile matings. The 
outstanding female causes were obstructions of the 
fallopian tubes, chronic endocervicitis, and uterine un- 
derdevelopment. Pathologic conditions leading to as- 
permia and necrospermia were chiefly the male faults, 
Tubal patency tests were carried out in 206 women 
in this series. In the infertility group they were done 
in 100 per cent. and in the sterility group in 61.3 per 
cent. of cases. The interpretation of apparent tubal 
obstruction is discussed and the value of roentgeno- 
grams, combined uterosalpingography and pneumoperi- 
toneum being used, is emphasized. In the medical treat- 
ment of sterility one new substance has been found 
of value; namely, a preparation of the female sex 
hormone. The surgical treatment of sterility has un- 
dergone complete revision. Linear cauterization for 
chronic endocervicitis was the most frequently used 
method in our series. Salpingostomy was done in five 
cases, carefully selected, with subsequent pregnancy in 
two. Pregnancy occurred in 58 women after the in- 
vestigation and treatment, or 19.3 per cent. for the 
entire series of 300 women. In those grouped as in- 
fertile matings, pregnancy resulted in 26.3 per cent. 
and in the sterile matings in 17.3 per cent. 





Soon he (the doctor) will run his own baby station, 
his own health center, his own anti-tuberculosis clinic, 
in other words, his own health clinic, and so regain 
the post that is rightly his. . . This service is within 
our grasp if we accept the opportunity and take the 
lead.—Bulletin of the Medical Society of the County 
of Kings. 





A retired circuit court judge says that justice is 
blinder today than ever before. Government alcohol 
may have a lot to do with it—/udge. 





Flirtatious girls make very poor teachers. Nat- 
urally. If they can’t make their eyes behave, they 
can’t make their pupils behave—Arkansas Gazette. 





Government is not mere advice; it is authority with 
power to enforce its laws.—Washington. 
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Original Articles 


MEDICINE AND BIG BUSINESS* 
R. R. Fereuson, M.D. 


CHICAGO 


During the past few years many articles and 
editorials have appeared in newspapers and 
magazines in this country on the high cost of 
medical care—on hospital management—on pub- 
lic health education—on State Medicine—on our 
code of ethics and on medical advertising. 
lately some scurrilous articles have appeared in 
the Ladies Home Journal, the Country Gentle- 
man and other well known magazines which 
were written by men of little scientific or prac- 
tical medical knowledge and having a poor com- 
mand of the English language. 

Most of these articles suggest remedies spon- 
sored either by editorial writers, some endowed 
foundation or self appointed committee, or the 
writer for the newspaper or magazine. 

Foundations and corporations with unlimited 
capital have entered the practice of medicine 
in competition with the private practitioner with 
the idea of giving good service at cut prices. 
Even our large universities have established pay 
clinics in competition with their own graduates 
while big business men have allowed their names 
to be used by institutions whose chief source of 
obtaining patients is through paid newspaper 
display advertising rather than good service, all 
in direct competition with the private physician 
who can not and does not desire such adver- 
tising. 

Hundreds of other organizations which have 
become health conscious in the past few years 
have joined the ranks of those who wish to im- 
prove the nation’s health and are practicing 
medicine through the establishment of numerous 
clinics far removed from any teaching institu- 
tion. 

Even the United States Government is en- 
larging its practice of medicine, as it is en- 
larging its other paternalistic bureaus—to a de- 
gree never before dreamed of by any nation on 
earth, not excepting Soviet Russia. I refer to 
the Veterans Expansion program in hospital 
building at a cost of over $3,500 per bed for 


“President's address delivered at meeting of Illinois State 
Medical Society, Springfield, May 18,— 1982. 
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the free treatment of illnesses not contracted in 
line of duty, and at a time when the great ma- 
jority of hospitals in the United States are only 
half filled. 

Talk about State Medicine—why! it is al- 
ready here and has gained its foothold through 
the same social agencies which are undermining 
business in general. Our business men want 
less government in business and more business 
in government. The Medical Profession wants 
less Government Medicine and no socialism in 
Government. 

In other words, big business seems to be 
anxious to direct the practice of medicine, or 
to direct the profession in business methods for 
the practice of medicine. The medical man 
pleads guilty to the charge of being 90% scien- 
tific any only 10% business and will therefore 
gladly welcome some well founded business 
advice. But where shall he turn for this ad- 
vice? To the American banker? Hardly, 
when the banker has demonstrated his lack of 
sound judgment in his own business over a long 
period of years. To the big business man? 
Hardly, when we are having over 30,000 busi- 
ness failures per year, while the great majority 
of those still in business are doing about 20% 
of .their usual trade. To the stock broker? 
Hardly, when all of us have some one hun- 
dred dollar stocks which are now worth one 
dollar. To the realtor? Hardly, when our 
gold bonds and mortgages have all but van- 
ished into thin air and our real estate remains 
a drug on the market. 

Where, then, shall we turn for some sound 
business advice? Before allowing or even re- 
questing big business to direct or even suggest 
remedies for the practice of medicine, let us 
examine further into the causes of the terrible 
debacle in which big business finds itself today ; 
and by big business I include the banker, the 
broker, the realtor, and the big business man. 

Just what are the causes of the present de- 
moralized business conditions and why are we 
not now on the road to prosperity? How long 
will this depression last? Who knows? If 
there is a Moses in this country, let him come 
forth and lead us out of the wilderness. The 
Democrats, after groping around in the dark for 
some twelve years but more especially for the 
past two years, have now united, not on the 
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prohibition issue, nor on the tariff, not even on 
economy, but on what they think is the one 
great outstanding cause of our present dilemma, 
and have placed the blame squarely on the 
shoulders of a Republican President,—and for 
various reasons. 

Now let us see what the Republicans, econ- 
omists, statesmen and bankers have to say on 
the subject. 

The President cast the burden of the dis- 
aster on troubles abroad and read in the Annual 
Message that “our difficulties during the past 
two years have plainly originated in a large 
degree from these sources.” Our statesmen say 
it was the world war, over-production, under-con- 
sumption. Others blame the stock market crash ; 
our economists say the inflation of commodity 
prices, world market upset, Russian wheat 
dumping, and an hundred other causes. Let me 
quote George Leighten in Harpers Magazine, 
April, 1932. 

“What can the citizen think as he listens to the utter- 
ances of Senator Watson and Secretary Doak? What 
of the bland assurances of Mr. Fess and Mr. Smoot? 
What says the greatest secretary of the treasury since 
Alexander Hamilton? What rugged verities are spoken 
by Mr. Schwab and Mr. Taylor? It may be summed 
up in one word: COURAGE! If we can only hold 
on courageously, things will come out all right in the 
end, and prosperity will be back again, this time to 
Everything is all right. The only trouble 
is that we won't believe it. And from all this we can 
draw but one conclusion: The captains of industry and 
cabinet members have learned nothing. 

“We are up to our neck in sick industries, unem- 
ployment, and a government deficit. We are committed 
to a policy of drift, for we don’t know what else to do. 
Any number of plans have been brought forward, but 
none of them seem to have worked. Our economic 
system is weaker than it was, and so far nothing is 
in sight to strengthen it. Even the Dean of Harvard 
Business School is willing to admit that ‘Capitalism is 
on trial, and on the issue of this trial may depend 
the whole future of Western civilization.’ ” 

From the Literary Digest of May 7. “One big 
trouble is that some men of large wealth, brood- 


stay forever. 


ing over the big drop in their securities, are so 
pessimistic that they are doing more to create 
gloom than the armies of the unemployed.” 
And it is the rich, “who are upwilling to trust 
in their country and put their money at work, 
who are delaying what must be a slow return 


to prosperity.” 
From April Mercury by Shephard, “nearly 
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all of us were misled by the imbecilic messages 
of cheer which emanated from New York and 
Washington. They could not realize that the 
administrative policy of thousands of small and 
middle sized concerns had been permanently 
changed as a result of the gruelling experience 
of 1930. When a college graduate, recently the 
assistant buyer in a huge department store, 
rakes the leaves from a bootlegger’s lawn at 30¢ 
an hour, nature and her immutable laws seem 
curiously remote. Today our friends are suf- 
fering, the new unemployed are our own busi- 
ness friends and associates, our equals and su- 
periors, tomorrow it may be us.” 

At a recent dinner in London, Ambassador 
Mellon said, “None of us has any means of 
knowing when or how we shall emerge from 
the valley of depression in which the world 
is now traveling. But I do know that, as in 
the past, a day will come when we shall find 
ourselves on a more economic foundation, and 
the onward march of progress will be resumed.” 

On April 15 Babson of Boston said, “No one 
can possibly say just how long a time will be 
necessary to put business back on its feet, but 
signs are not lacking that this process is under 
way. It may be two years, a little less or a little 
more, before we reach the solid ground of 
stability.” 

Pres. W. C. Teagle, of the Standard Oil Co. 
of New Jersey, only last Friday made the fol- 
lowing statement to his board of directors: “The 
unemployment situation is not one that is going 
to cure itself. Enforced idleness among millions 
of breadwinners and the fear of wage cuts on 
the part of those that work stand in the way 
of returning confidence.” 

August Kessler, managing director of the 
Royal Dutch Shell group, who is in New York, 
made the following statement only last week: 
“In intensity, and therefore in duration and 
effect, no previous crisis is comparable with the 
present one. The interdependence of economic 
factors never was so pronounced as today. The 
old remedies no longer apply. It is a hopeful 
sign in this present crisis that a large number 
of prominent men in big industries realize the 
enormous responsibility which rests upon them. 
What is needed is constructive cooperation in- 
stead of ‘dog eat dog’ method which is aggra- 
vating the crisis and which must end in a Ire 
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duction of the living standard for all and every- 
body.” 

Mr. Schwab only recently said, “I have always 
thought that the question of money in my life 
yould never come up. But let me say that there 
are no rich men in America today. We don’t 
know where we stand. ‘The highest type of 
riches as personified in this country today has 
practically vanished, and men are afraid to look 
at their ledgers to see if they are worth anything 
or not. We don’t know whether the values we 
have are going to be real values next month or 
not. But I have never lost the feeling that 
things will ultimately be all right.” This is 
about the way we all feel today only on a 
smaller scale. Yes, we will probably muddle 
through somehow. 

In other words: 

During the past two and one-half years big 
business, including our national leaders in both 
parties, has shown its utter lack of knowledge 
of its own affairs; its economic and business 
principles gleaned over a period of one hundred 
and fifty-six years of experience, as well as its 
advertising structure, have all but completely 
broken down, while little or nothing has been 
done to stem the tide of ruin and destruction. 
The great cry has gone up that the disease must 
run its course, which sounds like the medical 
profession away back in the dark ages when 
medicine was not a science, and its practice was 
but an art in name only. May I refresh your 
memory with a few of the things which have 
occurred under the leadership and direction of 
big business in two and one-half years. Seventy- 
five thousand business failures and thousands of 
shops closed, millions of men and women idle 
and hungry, banks closed—one thousand three 
hundred and twenty-six of them in 1930 alone, 
with deposits of eight hundred and fifty millions 
of dollars. 

Six thousand five hundred banks closed in 
the last ten years, over seven million depositors 
and one hundred and twenty thousand bank 
stockholders have lost or have tied up over two 
billions of dollars in ten years. 

Suicides by the hundreds, mental and physical 
wrecks through worry and fear which far sur- 
pass anything experienced during the darkest 
days of the World War. Bread lines in every 
city and even in the country. Millions of dol- 
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lars worth of new bonds floated to care for the 
needy, and yet no man or combination or big 
business men could stay the onrush. Even the 
President and his Cabinet, together with Con- 
gress and hundreds of statesmen have had little 
or no effect in stemming the tide. The shock 
troops in the form of the Reconstruction Finance 
Corporation, The National Credit Corporation, 
the Glass-Steagall Federal Reserve Bank Rill, 
and the Anti-Hoarding Campaign were shot 
down by the machine guns of depression while 
the unbalanced budget brought a determined at- 
tack on the American dollar and the gold stand- 
ard, carrying the stock market to a new low for 
all time. 

Down, down we went scraping on the bottom 
of despair for weeks and months, listening to 
big business in the guise of Christian Science 
who soothed our pain by informing us that the 
depression was all in our hands, instead of giv- 
ing us a good stiff hypo; that the bottom had 
been reached, instead of amputating a leg; that 
prosperity was just around the corner, instead 
of draining our chest, and suggesting such 
remedies as—buy now to end the depression; 
spend your savings to help business; don’t even 


be thrifty, don’t hoard your savings, and an 
hundred other patent medicines all to no avail. 
The disease must run its course. 

All the experiences of past depressions (and 
there have been many) have taught big busi- 


ness almost nothing of practical value. After 
two and one-half years, business is still groping 
in the dark, feeling the pulse and looking at the 
tongue, and then throwing up its hands in des- 
pair instead of using some newer methods of 
diagnosis and treatment. But where are the 
newer business methods of diagnosis and treat- 
ment such as medicine boasts? Apparently there 
are none. Prevention is the watchword in modern 
medicine and should be the watchword in mod- 
ern business. What is there in business to com- 
pare with medicine in 1932—such as typhotd 


- inoculation, diphtheria antitoxin, insulin, T. A., 


smallpox vaccination, meningicoccus and rabies 
serum, antitetanic serum, eradication of the mos- 
quito to prevent yellow fever and malaria, and 
dozens of other preventive measures? Nothing! 
Absolutely nothing! Perhaps figures will be 
more convincing. In the seventies, for every 
100,000 population, 304 died from T. B. In 
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1931 only 61; typhoid 172—in 1931 only 2; 
scarlet fever 230—in 1931 only 3; cholera in- 
fantum 154—in 1931 only 10. The baby death 
rate in the eighties was 433 per 1,000—today it 
is only 60. Can business boast of such a record ? 

And again let me ask, where were their so- 
called modern business principles, their up-to- 
date code of ethics, and why were they not ap- 
plied when the first symptoms of disease ap- 
peared early in 1929 instead of 1932? Quoting 
Leighton again, “The same men were in office 
when the crash came that had been there for 
years, and barring the fatalities of the last elec- 
tion, they are still there. In business the same 
captains of industry, the same banking authori- 
ties, the same investment counselors are hold- 
ing onto their jobs. It is true that the mor- 
tality has been great, but there are a good many 
fat, prosperous names left. When the storm 
came, these men, who had so industriously pre- 
dicted prosperity eternal and who had diagrams 
and charts to prove it, were helpless. We could 
have stomached their helplessness with far better 
grace, perhaps, if the great ones had been willing 
to admit it. But they were not. We ourselves 
had been crippled; so had our neighbors. It 
was impossible for us to conceal the consequences 
of our idiocy, and there was nothing to do but 
make the best of it and try to start again. But 
the captains and the senators and the cabinet 
members could not admit their folly or their 
helplessness. 

“And so we were treated to a most extraordinary 
spectacle. We saw these men, like a troop of savages, 
attempt with chantings and loud cries to abate the wrath 
of the storm. It. is needless to rehearse their shib- 
boleths and incantations, their magic words ‘optimism’ 
and ‘just around the corner.’ We know them all by 
heart and we know they didn’t work. But now, as we 
move into the third year of hard times, we discover 
that these gentlemen are still positive, still knowing, 
as farsighted as ever they were. We learn that they 
had no share of responsibility for the disaster. The 
eminent banker who declared twelve days before the 
crash that ‘the industrial condition of the United States 
is absolutely sound and our credit system is in no way 
critical’ is still authoritative and serene. Recently he 
appeared before a Senate committee and testified that 
the extravagant lending of money to corporations and 
individuals for speculation ‘should have been stopped 
ten years ago.’” 

He declared for freedom of the individual to 
make mistakes. 

“A remarkable statement in the face of an army of 
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bankrupts and an ever-growing horde of unemployed, 
Is it for this freedom to make mistakes that he and 
his colleagues plead for public confidence and support 
while every available means of publicity is invoked to 
cajole money out of hiding? While these eminent men 
shudder at the thought of any sort of ‘government in 
business’ and are constant in their condemnation, they 
do not seem to remember the days when they grate- 
fully heard Mr. Coolidge speak confident words that 
sent a hesitant market soaring; there is never a recol- 
lection of their thankful hearts when Mr. Hoover ren- 
dered such splendid service in toning up the investor's 
courage. When the citizen hears some of these finan- 
cial tribunes belabor the government as the source of 
all their woes, he feels a littie sad at Mr. Hoover's 
plight. It is no fun being President during a panic.” 

Perhaps even a well-tried code of ethics and 
a well organized national business organization 
such as the A. M. A. supported by the State 
Associations and in turn by the county or town- 
ship units could have turned the trick. And 
where were the local chambers of commerce, the 
local manufacturing organizations, and the 
United States Chamber of Commerce in 1929? 

I will tell you where some‘of their business 
men were—they were allowing their names to 
be used in the illegitimate practice of medicine 
and to foster foundations whose object seems to 
be the destruction of organized medicine, instead 
of tending to business. 

The private practitioner of medicine is the 
backbone of preventive medicine in this country 
as you all must know. All the clinics, institutes, 
medical foundations, and Public Health officers 
would be helpless without the 150,000 practicing 
doctors in the United States who are constantly 
on the firing line. And yet some institutes, some 
universities, and some corporations are making 
the lot of the doctor of medicine a very difficult 
one by annually diverting millions of dollars 
away from the practitioner and making it all 
but impossible for him to live. 

Again: Why are corporations and trust com- 
panies not allowed to practice law? Why! For 
the simple reason that the lawyers have a law 
on the statute books preventing corporations 
and trust companies from practicing law. And 
yet when the Illinois State Medical Society en- 
deavored to place a law on the statute books of 
Illinois prohibiting corporations from practicing 
medicine, the lawyers, more particularly the 
lawyers representing the Public Health Insti- 
tute of Chicago, were in Springfield to oppose 
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i. We lost as usual. A little cooperation from 
the lawyers would help medicine. 

Again: Why are the postal savings limited 
to $2,500 per person? And why are they not 
raised to $5,000 or even higher? Why, be- 
cause the National Bankers Association is op- 
posed to the raise, and state that every bank in 
the country would be forced to close its doors 
if the limits were raised. 

The bankers of the country are evidently well 
organized for the protection of their own busi- 
ness and are not prone to make changes in the 
hanking practice detrimental to themselves even 
though such changes could be of great benefit to 
the depositors. For my authority may I quote 
J. M. Daiger from Harpers, April, 1931, page 
519: 

“Unfortunately, the history of neither the last decade 
nor any preceding period gives the depositor reason 
to assume that our bankers, through the National 
Bankers Association, or by any other means of joint 
effort, will undertake to solve the problem of bank 
failures and provide an effective remedy against their 
failure. 

“Banking reforms of nation wide scope, and also the 
correction of banking evils, are not initiated by banks, 
but come slowly through hotly contested legislation 
with the banks solidly aligned as a unit against any 
change in the banking laws.” 

We have such a spectacle taking place at the 
present time in Washington on the Glass bank- 
ing bill. Quoting from the Chicago Tribune of 
May 10, “Sensational charges of the prevalence 
of unlawful and reprehensible banking practices, 
which contributed largely to the economic 
debicle of 1929, and of the responsibility of 
federal authorities for the exploitation of the 
investing public fell unchallenged from the lips 
of Senator Carter Glass when he opened the de- 
bate on the Glass banking reform bill in the 
Senate today. 

“The senator assailed the federal reserve board as 
a weak and vacillating body that has maladministered 
the law, permitted the financing of speculation, allowed 
the virtual creation of a central bank and indulged in 
foolish and dangerous efforts to influence commodity 
prices, Senator Glass painted a lurid picture of the 
great banks forcing billions of dollars of worthless 
foreign securities upon the American public through 
subservient country banks, all with the blessing of the 
American state department in defiance of a senate in- 
Junction to the contrary.” 

Might it not be wise for our bankers to 
study the English system ?—not one bank has 
closed in England during this depression. 
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Again: Why are the newspapers so opposed 
to national advertising over the radio?’ Why, 
because it may injure their business. Here is 
a headline “Publishers Vote To Wage War on 
‘Unfair’ Radio—legality of advertising to be in- 


* vestigated,” quoting N. Y., April 23, ’31—“The 


American Newspaper Publishers Association, at 
its forty-fifth annual convention at the Hotel 
Pennsylvania, today voted to take direct action 
toward curbing the allegedly unfair competition 
of the radio with newspapers. Three resolutions 
were adopted. The first instructed the directors 
of the organization ‘to investigate the question 
of the legality of radio broadcasting.’ This was 
interpreted as a move toward possible action 
against the radio combines under the anti-trust: 
laws.” 

In speaking for the resolution Colonel Mc- 
Cormick of the Chicago Tribune said, “Every- 
body wants cheap advertising. The cheapest that 
he can get is by buying an hour on the air 
and getting his program advertised free in almost 
every newspaper in the United States. Radio 
itself is not a good advertising buy, but the mat- 
ter in newspapers about radio programs is a 
good buy. I suggest that we do not allow broad- 
casters to collect cash for advertisements we are 
giving their clients.” End of quotation. In 
Colonel McCormick’s words, I suggest that we 
do not allow corporations to collect cash for 
medical service our doctors are giving their 
clients. 

Now let us hear from radioland. M. H. Ayles- 
worth, President of the National Broadcasting 
Company, told the Princton conference in ses- 
sion at Whig Hall, April 24, 1931, that “if news- 
papers stop printing the programs of broadcast- 
ing stations, it may be necessary for broadcast- 
ing stations to go into the publishing business, 
and that the newspapers, further, would run the 
risk of losing all or part of the $31,000,000 that 
radio supply houses spend annually for adver- 
tising” 

Wouldn't it be nice if the Medical Profession 
were sufficiently endowed so as to be able to 
say to the big business man: If you don’t stop 
practicing medicine, we may be forced into busi- 
ness. Or the banker—we may be forced into 
the banking business. God forbid such a catas- 
trophe, but it would be no more a catastrophe 
then when we see bankers, business men, law- 
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yers, and mail order houses under the protection 
of a corporation practicing medicine. 

And now comes the greatest shock of all. 
Ever since the Life Extension Institute entered 
the practice of medicine through the urinary 
tract we have been waiting for the mail order 
houses to do likewise. At last it has arrived. 
According to the Journal of the A. M. A., April, 
1932: 

“It is a new departure for a mail order organization 
of the scope of Montgomery Ward & Company to 
undertake such a service, and it is sad indeed that the 
service once undertaken should be so unreliable as is 
the service they conduct. It actually becomes a menace 
to the user. It is difficult to surmise why Montgomery 
Ward & Company embarked on this jaunt into the 
field of medical practice, for only recently evidence 
has become available that the company which makes 
their urine examinations is actually owned by Warner’s 
Renowned Remedy, a firm which manufactures a goiter 
remedy and which deals largely with department stores 
and mail order houses. Certainly the ownership of the 
firm cannot improve its standing with the Chicago mail 
order house, nor can it be considered as in any way 
gilding the lily. It is to be hoped that this demon- 
stration of the failure of the corporation to judge what 
is sound in the medical field will cause it once and for 
all to confine its business efforts to the sale of mate- 
rials and goods rather than medical service.” 

On the other hand, 

If big business men and the founders of en- 
dowed foundations would pay all their workers 
an adequate living wage, even in good times, it 
would not be necessary for sixty-five or more 
health organizations in the state of Illinois to 
be practicing medicine to the detriment of the 
private practitioner; nor for foundations, cor- 
porations, nor universities to offer their own 
workers free or part pay medical service. These 
workers, receiving a living wage, could then be 
taken care of by their friend and physician whose 
patience and skill are always the highest type 
of medical service. 

No, gentlemen, the members of the Medical 
Profession do not intend to sit by and allow the 
practice of medicine to be taken over by cor- 
porations, institutes, or lay groups. The Medical 
Profession claims the same right to protect itself 
from the unfair competition of corporations 
practicing medicine, and from the encroachments 
of lay medical groups as have lawyers, bankers, 
business men, publishers or the radio broad- 
casters, but it is a sad commentary on justice 
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that we must discipline our own members for 
the wrongs of big business. 

The privilege to practice medicine is granted 
to the individual by the state after years of 
preparation and examination, which privilege 
should not be lightly turned over to a corpora- 
tion that wishes to practice medicine by proxy, 
I am in favor of the Illinois State Medical So- 
ciety instituting proceedings to test the legality 
of a corporation to practice medicine in this 
state at an early date. Corporations have been 
denied the right to practice medicine in some 
states, why not in Illinois? 

We have nothing to lose and much to gain. 
If we succeed in putting a stop to corporations 
practicing medicine, our problem will be partly 
solved, and we can then carry medicine and 
surgery to all the people of the State in an 
ethical manner. The solution of giving all the 
people adequate medical care can and will be 
worked out by the Medical Profession irrespec- 
tive of big business, and it is up to the State 
and County Medical Societies to formulate and 
carry such a plan through to a successful con- 
clusion. And since education is the first step 
in such a plan, we have already made a good 
beginning through our Educational Committee. 

On the other hand, if the corporate practice of 
medicine is upheld by the courts of the state, 
and if the corporate practice of medicine is the 
solution of all public and private health prob- 
lems, and is the means par excellence of giving 
all the people adequate medical care at moderate 
prices, then the Medical Profession should in- 
corporate and take over the corporate practice 
of medicine ; and if corporations practicing medi- 
cine must advertise to obtain patients, then let 
the Medical Profession incorporate and advertise 
for this same class of patients. The public 
would soon determine who are the experts on 
health and the lay corporations would soon be 
compelled to fold up their tents and steal away 
in the night, or better still they will re-incor- 
porate for the prevention of the next depression. 

I would even go farther. Let every County 
Medical Society or several adjoining counties 
in the state of Illinois form a separate corpora- 
tion of its own and take over the corporate prac- 
tice of medicine and surgery in their respective 
districts—let them take over all the medical 
work of the poor farms, the County Tuberculosis 
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Hospitals, the treatment of the crippled chil- 
dren, and the treatment of the indigent poor. 
But have the County reimburse the corporation 
a reasonable compensation for the work the same 
as they do their county commissioners, their 
lawyers, teachers and welfare workers. 

The private practitioner could then continue 
to fill his important part in every community 
without the fear of molestation by corporations, 
institutes, mail order houses, or lay medical 
clinics. 

Unless something constructive is done by the 
Medical Profession at once to curb the cor- 
porate practice of medicine by business men and 
other lay groups either for profit or not for 
profit, we will see corporations spring up all 
over the state of Illinois, and the Medical men 
will be sitting on the side lines instead of con- 
trolling the corporations. If corporations con- 
trolled by laymen can build up a profit of a 
million dollars in a few years, why can’t the 
Medical Profession do likewise ? 

Since big business has demonstrated its in- 
ability to take care of its own affairs on numer- 
ous occasions during the past 156 years, we can 
hardly look to them for much help in the prac- 
tice of medicine. Gentlemen, it looks like we 
will have to continue to practice Medicine and 
maybe take over Big Business. 

Let us now turn to an editorial in the Satur- 
day Evening Post of March 21, 1931, in which 
the editor complained that Medical men are not 
teaching the public on Health problems, and 
mentioned some Sunday afternoon public lec- 
tures in Boston by men of wide repute. Why, 
bless your soul, Mr. Editor, the Illinois State 
Medical Society has been carrying on a Depart- 
ment of Public Health Information for more 
than six years on a tremendous scale; so great, 
in fact, that it approximates or surpasses any 
national organization, either business or profes- 
sional, in the valuable information it contributes 
to public welfare. All this is done at the ex- 
pense of the Illinois State Medical Society and 
represents many thousands of dollars annually. 

Just to mention a few of the things the I. S. 
M. 8. is doing for the public—From %00 to 
1,000 public speakers per year to business or- 
ganizations, industrial groups, high schools, 
noon-day luncheon clubs, women’s clubs, parent- 
teacher, and many others. 400 to 500 radio talks 
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over well known radio stations, reaching ap- 
proximately 20 million people per year; 15,000 
newspaper articles to more than 100 papers; 
package library; films; moving pictures; debat- 
ing societies; lay medical groups; and in many 
other ways giving the public valuable informa- 
tion on health problems. If the Saturday Eve- 
ning Post or the Ladies’ Home Journal or even 


' Big Business has any suggestions to make, they 


may step forward. 

However, may we suggest to the editor of the 
Ladies’ Home Journal that he stop publishing 
articles which tend to undermine the confidence 
of the people in the Medical Profession, and re- 
place them with constructive, educational articles 
written by men of unquestioned scientific and 
medical knowledge. 

If Scientific Medicine should break down at 
any time as Big Business has just done, and as 
Big Business will continue to do at irregular in- 
tervals, disease and famine would again stalk 
ferth as it did during the middle ages, and the 
ruin and destruction would be a thousand fold 
greater than when big business fails. Medicine 
is founded on science and ethics; business seems 
to be founded on empyrical knowledge and ad- 
vertising, and a great deal of both. The highest 
type of medical service is that which always 
exists between the individual patient and his 
physician, while the corporate practice of medi- 
cine is only a makeshift at best. Perhaps medi- 
cine has something to offer big business in the 
way of organization and in the manner of living 
up to a real code of ethics. 

In closing, may I admonish every member 
of the Illinois State Medical Society to keep his 
county society well organized, numerically, scien- 
tifically and economically in order that he may 
serve, first his clientele, by using the very latest 
in scientific medicine; second the public, by 
safeguarding their health and teaching them the 
laws of health; third, his state society, in com- 
bating vicious legislation detrimental to the pub- 
lic welfare and the Medical Profession; fourth, 
the American Medical Association, which is 
working for his welfare. 

To the young men and to those just entering 
the practice of medicine: hold fast to that which 
is good; next to your Bible our code of ethics 
is the cleanest and most wholesome code of any 
business or professional organization in the 
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world, and is just as applicable to your conduct 
today as it was when Hippocrates penned it 
2,000 years ago. Temptations will come by way 
of emoluments and by way of politics to turn 
you from your own medical organization with 
an offer of something better, but remember that 
none of them can offer anything comparable to 
the love and respect of your fellow-practitioners 
in medicine. I would rather have the love and 
respect of those who made me what I am, than 
the fame, name and monetary considerations of 
any endowment, institute, corporation, or foun- 
dation in existence. 





PARENTERAL ADMINISTRATION OF 
LIVER EXTRACT IN POSTOPER- 
ATIVE TREATMENT* 


: JoserpH K, Narat, M.D. 


Attending Surgeon, Lutheran Memorial and Norwegian 
iAmerican Hospitals 


CHICAGO 


When Whipple, Hooper and Robscheit, '* dem- 
onstrated the favorable influence of liver feeding 
on the production of hemoglobin and red blood 
corpuscles in dogs rendered experimentally an- 


emic, they laid down foundation for much of 
the recent work both in pernicious anemia and in 
secondary anemia. Further impetus to research 
along these lines was given by Minot and Mur- 
phy** who applied the findings of Whipple and 
his co-workers to the treatment of pernicious an- 
emia in man. Their discovery inaugurated a 
newera in the treatment of this mysterious dis- 
ease. Cohn*?° and his collaborators succeeded 
in isolation from liver of a fraction containing 
the active principle in high concentration ; this 
is so-called “fraction G”, commercially available 
under various names. Minot demonstrated that 
a rapid remission in pernicious anemia could be 
brought about by the intravenous administration 
of a liver extract. Castle and Taylor’*-** sub- 
sequently described the clinical use of liver ex- 
tract. 

The introduction of it into medical practice 
marked the beginning of a distinct epoch in the 
therapy of pernicious anemia but it also stimu- 
lated the study of the value of this extract in the 
treatment of many other conditions. Becher’ 
showed that in certain renal insufficiencies the 


*Presented before the Section on Surgery, Illinois State 
Medical Society, May 18, 1932, at Springfield, II. 
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liver diet may possibly stimulate liver activity 
and help detoxification of products of intesting] 
putrefaction. Schrumpf*® observed subjective 
and objective improvement after liver therapy 
in a patient with insufficiency of the liver and 
edemas due to subacute hepatitis. This observa- 
tion is very significant as postoperative hepatic 
hypofunction or insufficiency is not infrequently 
observed. Kaufman’ obtained favorable results 
with liver therapy in tuberculous patients. Salz- 
man*’ showed that liver extract increases the 
tonus of the heart and blood vessels, accelerates 
pulse and dilates the coronary vessels of the 
heart, Too low blood pressure is brought to nor- 
mal figures; diastole is shortened and systole be- 
comes stronger. Excellent results were obtained 
in intermittent claudication, cardiac insuffi- 
ciency, abdominal angina, pylorospasm due to 
gastric ulcers. Giansslen** reports beneficial re- 
sults following the use of parenteral administra- 
tion of liver extract in some anemias other than 
pernicious anemia. On the other hand Connery 
and Goldwater’® treated a miscellaneous group 
of patients suffering from various forms of sec- 
ondary anemia; in none of these was a hemato- 
logical or clinical improvement noted. Liver 
extract had been used by Vascele and by Faber* 
in the treatment of severe anemia in infants with 
an excellent gain in red count and hemoglobin. 
Tuscherer?! came to similar conclusions. Maurer, 
Greengard and Kluver*® saw significant improve- 
ments in anemias of early infancy after liver 
therapy. Reiniger?® states that according to 
Edel favorable results can be obtained with liver 
therapy in hereditary hemorrhagic teleangiec- 
tases or so-called Osler’s disease; not only the 
amount of hemoglobin and the number of ery- 
throcytes increase but the frequency and intens- 
ity of hemorrhages diminish. Strisower** no- 
ticed an increased appetite after liver therapy in 
cases of carcinoma of the stomach. Keefer and 
Yang**-** were able to demonstrate favorable re- 
sults in secondary anemias associated with in- 
festation, anemias of pregnancy, anemias due to 
chronic loss of blood caused for instance by 
chronic dysentery ; also in some of the nutritional 
anemias of childhood. 

A conclusion may be made from these in- 
stances that apparently the liver extract in addi- 
tion to stimulation of the regeneration of the 
blood has some other beneficial effect upon the 
organism under certain circumstances. The 
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above mentioned reports lead us to investigate 
the value of liver extract in postoperative man- 
agement of patients who were anemic before the 
operation, sustained considerable losses of blood 
during the operative procedure or were in need 
of general stimulation on account of infections 
or other complications. 

Oral administration of liver substance or liver 
extract during the postoperative period did not 
seem to be advisable for several reasons. Liver 
substance can not be offered patients during the 
first few days after the operation when they 
musb be kept on a liquid diet; furthermore liver 
extract may cause undesirable vomiting, particu- 
larly in patients who are still nauseated after 
operation or irritable and whimsical and easily 
develop aversion to the taste of liver. Finally it 
has been repeatedly observed that during infec- 
tion and fever the patients cease responding to 
orally administered liver extract while the action 
of it is not inhibited to the same degree if given 
intramuscularly. For these reasons it has been 
deemed desirable to supply liver extract by 
means of parenteral injections. The extract used 
was a commercial preparation of fraction G of 
Cohn, Minot and their associates.* In view of 
the fact that such injections cause pain which 
sometimes lasts for several hours, a special tech- 
nic has been developed. It is possible for pain 
to result either from the smearing of the prepar- 
ation along the needle track as the needle goes 
in, or from the backflow of the preparation 
along the needle track after the needle is with- 
drawn. The pain is apparently due to a great 
extent to the few drops of liver extract which 


are deposited in the subcutaneous fat. In order 


to prevent this pain 1 to 2 cc. of a 1 per cent. 
solution of procain were injected into the upper 
lateral quadrant of the gluteal region. The 
needle was left in situ, the syringe detached and 
2 ec. of the liver extract aspirated from the 
vial by means of another needle. After the in- 
jection of liver extract the syringe was detached 
again, 1 to 2 ce. of procain solution aspirated 
and injected through the same needle which was 
left in situ. The anesthetic solution expels from 
the needle the remaining few drops of liver 
extract so that they can not come into contact 
with the subcutaneous fat. In other words the 


"Liver extract No. 348 was supplied for experimental pur- 
poses by Eli Lilly & Co. The author wishes to acknowledge 
the courtesy extended to him. 
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injection of liver extract is interposed between 
two injections of procain solution. This “sand- 
wich technic” sounds complicated but in reality 
is very simple and preferable to a procedure 
consisting of mixing the liver extract with an 
anesthetic. 

The customary postoperative management was 
employed but any other medication was avoided, 
except enemas and hypnotics. Only severely or 
critically ill cases were selected. The treatment 
began on the first or second postoperative day 
and 2 cc. of liver extract was injected on five 
consecutive days on alternate sides. Estimations 
of hemoglobin, red cell count, reticulocyte count 
and determinations of blood pressure were made 
preliminary to the treatment, daily during the 
administration of liver extract and also five, ten 
and fifteen days after the last injection. 
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Seventeen patients were treated in this man- 
ner. No untoward effects have been noticed, 
Parenteral administration of liver extract was 
well tolerated by all patients. There were no 
severe constitutional reactions. A slight fall of 
blood pressure, systolic as well as diastolic, was 
observed in six patients but six to eight hours 
after the injection the blood pressure was again 
normal. In cases with secondary preoperative 
or postoperative anemia the hemoglobin reached 
the normal figures somewhat faster than in con- 
trol cases with approximately the same degree 
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of anemia. The effect upon the number of 
erythrocytes was much more marked. In other 
words the liver extract exerted a stronger action 
upon the red blood corpuscles than upon hemo- 
globin. The increase of the number of reticulo- 
cytes was more or less in proportion to the in- 
crease of the number of red blood corpuscles. 
Fixed smears of capillary blood were stained 
with brilliant cresyl blue and counterstained 
with Wright’s stain; the reticulocytes were 
counted approximately thirty to sixty minutes 
after the staining. Only in one case an enor- 
mous and rapid increase of reticulocytes was 
observed in spite of the fact that anemia was 
very slight. The patient was a woman 72 years 
old, referred by Dr. L. Block. The clinical 
diagnosis was hypernephroma of the left kidney, 
A nephrectomy was performed. Before the oper- 
ation the blood picture was as follows: hemo- 
globin 75%; red blood corpuscles 4,230,000; 


leukocytes 15,300; neutrophiles 67%; small 


lymphocytes 21% ; large lymphocytes 7% ; large 
mononuclears 3% ; eosinophiles 1% ; transitional 
1%; The change in the blood picture ten days 
after the last injection is recorded in the ac- 
companying chart. The explanation of such an 


extraordinary increase of reticulocytes in a case 
of hypernephroma is subject to considerable 


speculation. 
The diagnoses of all the cases treated are 


recorded in the following chart: 


Diagnosis Operation 


Nephrectomy 

Panhysterectomy 

Thyroidectomy 

Ge. arthritis of wrist Aspir. of pus 

Gangren. append. Appendectomy 

Mult, fibroma of the uterus Panhysterectomy 

Parametr. Abscess; Lapar.; drainage 
peritonitis 

Septic abortion, 
septicemia 

Carbon monox. poisoning 

Aneurysm, radialis art. 

Chronic cholecystitis 

Fibrosis uteri 

Chron. Cholecyst. & 
append. 

Gangren. append. 

Perfor. append. 

Cholelithias. 

Duodenal ulcer 


Hypernephroma 
Fibromatosis uteri 
Toxic goiter 


“Tmo * & © = Case 


7) A sey 


Blood transfusion 


Blood transfusion 
Aneurysmorrhaphy 
Cholecystectomy 
Supravag. hysterectomy 
Cholecystectomy & 
appendectomy 
Appendectomy 
Appendectomy 
Cholecystectomy 
Gastroenterostomy 


A trivial increase of hemoglobin and blood 
count was noticed in nearly all cases with a 
slight or marked anemia. In majority of cases 
there was a transient increase of the number of 
leukocytes and blood platelets with a slight shift 
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of leukocytes to the left. On the other hand jn 
cases without anemia no effect upon the blood 
regeneration could be found. This is in con- 
formity with the observations of other authors 
that the height to which the percentage of 
reticulocytes rises is in inverse proportion to the 
initial level of the red cell count at the time 
therapy is commenced. 

The most remarkable effect of liver extract in 
practically all cases, disregarding the question 
whether anemia was present or not, was a rapid 
gain in strength, increase of appetite and de- 
velopment of sensation of well being. This lat- 
ter statement was made repeatedly by patients 
without being questioned. All the cases re- 
covered although the prognosis was doubtful in 
some and bad in others. The duration of con- 
valescence was shortened as compared with 
similar cases that did not receive this treat- 
ment. Of course the conclusion “post hoc ergo 
propter hoc” can not be made without further 
observations. In order to make authoritative 
generalization on this subject it is imperative to 
follow a large series of well controlled patients. 
However a definite impression was gained that 
the liver extract raises the resistance of the 
organism. We possess no tangible criteria for 
evaluation of this effect of the liver extract as 
no reliable biological tests have been discovered 
for any action of the liver extract except effect 
upon the regeneration of the blood. Liver func- 
tion tests are inaccurate and, even if accurate, 
would probably not be a satisfactory index. Cer- 
tain theoretical considerations justify the sus- 
picion that a stimulation of the reticulo-endo- 
thelial cells of the liver is created by adminis- 
tration of liver extract, Increase of weight was 
more marked in most instances during the first 
few weeks after this treatment than in control 
patients. We do not know of any contraindica- 
tions for the use of liver extract in postoper- 
ative treatment. This extract contains a negli- 
gible amount of carbohydrates which should not 
play any réle in diabetes. Diminution of blood 
pressure, even if of transient character, should 
be welcome in patients with high blood pressure. 
It is not necessary to emphasize that liver extract 
can not be considered as a panacea for all kind 
of complications observed during the postoper- 
ative period, but it must be regarded as a valu- 
able adjunct to our armamentarium ; it may sup- 
plement the routine postoperative therapy in 
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cases Where a secondary anemia or infections 
lower the resistance of the patient. It must be 
stressed that the purpose of this parenteral ad- 
ministration of liver extract is not a regeneration 
of the blood which can be accomplished better 
by means of blood transfusions, but a general 
stimulating effect. Until now the liver extract 
has been used to balance a. deficiency but ap- 
parently it may also act as a stimulant. The 
exact knowledge of the underlying reaction and 
mechanism remains obscure; as in many other 
instances, empirical success precedes exact knowl- 
edge of the action of the substance. The im- 
pression was gained from a limited study that the 
stimulating effect of liver extract occurs with 
such a striking uniformity that the clinical use 
of it in postoperative managements is warranted. 
1200 N. Ashland Ave. 
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DISCUSSION 


Dr. E. B. Montgomery, Quincy: My only regret 
in leading this discussion is that I have had no actual 
experience in the parenteral use of liver extract. How- 
ever, comparatively few of us have, so that this dis- 
qualification may be overlooked by you. 
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One of the most brilliant chapters in the history of 
therapeutic progress has been furnished by the demon- 
stration of brilliant results achieved by liver therapy 
in the treatment of a disease whose very name car- 
ried hopelessness i. e. “progressive pernicious anemia.” 

Despite the wonderful results achieved by this treat- 
ment, now confirmed by the profession at large, there 
has always been “a fly in the ointment.” The expense 
of liver diet, difficulty often in procuring it and worst 
of all the disgust that many patients have for it in 
quantities required, have led to the attempt to isolate 
the active therapeutic agent in the liver and admin- 
ister in the most effective way. One of the first men 
to do this was Professor Gaenslen of Tiibingen, Ger- 
many, who with the aid of the ‘Laboratory of Physi- 
ology of a German dye factory, prepared an extract 
from the liver which he called Campalon. Unfor- 
tunately its method of preparation has not yet been 
published. But Prof. Gaenslen has published his re- 
sults of its extensive use and has given them to vari- 
ous scientific bodies, the first paper having been pub- 
lished early in 1929 and the last in November, 1931. 
They have covered in detail a large series of cases 
both from his own experience and that of others, mostly 
in Germany, and have shown uniformly superior results 
over other methods of treatment of pernicious anemia. 
He has also tried it out largely in secondary anemias 
but has found that the only secondary anemias in 
which it has been of use have been those following 
acute hemorrhages. Here there has been a rapid in- 
crease in hemoglobin, reticulocytes and erythrocytes 
and the results have been excellent, but in the anemias 
resulting from slow, long-continued hemorrhages, hemo- 
lytic jaundice, carcinoma, etc., while there has been a 
considerable increase in reticulocytes, there has been 
no improvement either in the patient or general blood 
condition. These results have been confirmed in Amer- 
ica by Murphy and Jones working in Peter Bent 
Brigham Hospital in Boston under the Proctor Re- 
search Fund, who reported at the 1929 meeting of 
the American College of Surgeons a large series of 
cases and have made later reports in 1931. Their 
work has been done with a liver extract made under 
their direction by Lederle. 

Minot and Castle have had similar results, published 
in the Annals of Internal Medicine, working with an 
extract prepared by Lilly and Company. 

While Dr. Narat’s experiences as related in his ex- 
cellent paper are confirmatory of the experiences of 
these other gentlemen as to the excellent results ob- 
tainable with this extract in a certain group of sec- 
ondary anemias, it scarcely justifies the conclusion 
that this remedy should be used as a routine measure 
in postoperative cases when in most instances simpler 
therapy as iron and diet would amply suffice. 

Dr. George deTarnowsky, Chicago: Whether liver 
extract will prove of any value in postoperative cases 
is open to question. Dr. Narat makes no final state- 
ments regarding it. From his results and from the 
picture which he gives us postoperatively, I am very 
much inclined to think that all he gets with the liver 
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extract is simply a protein reaction. I do not believe 
he gets any definite results from the liver extract itself. 
He does get the reaction or the “kick” which the 
patient receives from any protein pre-operatively or 
postoperatively. You must remember that the treat- 
ment which he outlines disturbs the patient at least 
once a day for a number of days. Whether that is wise 
or not is open to discussion. I believe after all a 
safe and rapid surgical technic with minimum amount 
of traumatization of the tissues, particularly of the 
peritoneum decreases postoperative shock and pain. You 
will have a rapid convalescence, so that the use of 
preparations like liver extract will prove unnecessary 
It is a very interesting subject but I do not believe 
it is going to stand. 

Dr. George B. Lake, North Chicago: I am not 
going to talk directly to this subject but along a 
sideline which is to me more important. This par- 
ticular generation of physicians have made a god of 
the laboratory. We seem to have the impression that 
unless we can see something in figures, tabulated on 
a chart or weighed on scales or demonstrated in a 
testtube, that it is not doing anything. Gentlemen as 
physicians there is one thing we can do that other 
people cannot and that is to get sick people well. I 
want to make a plea for the reality of clinical re- 
search, the importance of estimating the subjective 
symptoms. If what you do for a patient makes him 
feel better in a less number of days, I think that is 
scientific analysis. 

Dr. Thomas J. Merar, Quincy: I would like to ask 
Dr. Narat if he has had any experience with the new 
liver extract made in Rockford. It is made of horse 
liver. 

Dr. J. K. Narat, Chicago (closing the discussion) : 
Regarding the technic, liver extract is put on the mar- 
ket for the purpose of intramuscular and intravenous 
injections. I am opposed to liver extract by intra- 
venous injection. I do not believe a combination of 
liver extract and procain would serve the purpose. 
Procain does not have any immediate effect. Liver 
extract does. 

As far as the postoperative treatment of anemias 
is concerned, I wish to state once more that I would 
not recommend injections of liver extract for the treat- 
ment of postoperative anemias because blood trans- 
fusions and injections of iron and arsenic are much 
better. Liver extract is recommended as a general 
stimulant where the patient is in great danger due to 
any kind of infection. I believe we are justified to 
supplement our general treatment with liver extract. 

As far as Dr. deTarnowsky’s statement regarding 
foreign protein is concerned, we also thought that the 
effect of liver extract may be due to foreign protein. 
The leukocytosis after foreign protein injections is 
much higher than after the use of liver extract. Chills 
and fever follow injections of foreign protein but never 
those of liver extract. I do not want to be misunder- 
stood that we recommend liver extract in every case. 
When the patient is very weak or is brought to the 
operating room in bad shape, I believe in addition to 
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blood transfusion and hypodermoclysis, liver extract 
is justified. It does not do any harm or cause any 
pain, 

The technic is not complicated, and we never gee 
any complications, 

As far as the extract from horse liver is concerned, 
all I can say is that the extract looks nicer. I do 
not know whether it is as efficient. It is said to be 
more efficient than liver extract from cattle and that 
the number of erythrocytes increases more rapidly, 





THE STATE OF ILLINOIS AND ITS PROB- 
LEM OF MENTAL DISEASE AND 
DEFECTIVENESS* 


Cuar.es F. Reap, B. S., M. D., 
ELGIN, ILL, 


The Feebleminded. There are at present about 
5,000 “children” in the schools for the feeble- 
minded at Dixon and at Lincoln. Those under 
care in state hospitals and in the correctional 
schools will probably bring the total up to 6,000 
-—a small proportion of those in the population 
at large. 

During the last two years 1,000 beds have been 
added to the Lincoln state school and colony to 
relieve crowding there and to provide better 
classification of adult male inmates. The Dixon 
state hospital is still crowded and additional 
buildings must be provided as soon as the state’s 
finances will permit. It can be truthfully said 
that intra-mural work with the feebleminded is 
now being carried on upon a higher plane than 
ever before, with school work, industrial train- 
ing and extensive programs of recreational and 
diversional activities. 

We look with favor upon the New York plan 
of “daughter-colonies” as a step between the in- 
stitution and the return of well-behaved, indus- 
trially trained inmates to society; however, no 
definite plans have been made as yet for this 
work. 

The state of Illinois will probably continue to 
look askance at sterilization as a solution of the 
problem of feeblemindedness. At the present 
time scientific data as to how feeblemindedness 
may be transmitted, are not at all adequate 
enough to permit of such a radical conclusion. 

To the writer, along with many others, it seems 
desirable that before long an institution for male 
feebleminded delinquents be established some- 
where in the vicinity of Chicago, with a capacity 


*Read before the Chicago Medical Society February 15, 1982. 
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of at least 500 beds. These wards of the state 
give rise to grave problems in all institutions 
where they must be brought into daily contact 
with non-delinquent feebleminded inmates, or 
normal minded delinquents. 

Research into Feeblemindedness. The work of 
the department of the criminologist is clarifying 
the problem of penal and correctional care with 
reference to the feebleminded. Attention is 
called to his most interesting report of 1929- 
1930. During this period, in addition to a mul- 
titude of physical and psychiatric examinations 
and special investigations, 5,400 mental tests 
were given to inmates of the penal and correc- 
tional group, which goes to show that we are 
assembling a vast amount of information con- 
cerning the relationship of mentality to anti- 
social behavior. Aside from the many individual 
problems thus illuminated, there is sure to 
emerge from this mass of data a much clearer 
conception upon the part of those engaged in the 
work, and of the judges, welfare organizations, 
parole boards, etc., concerned. 

Research into problems of juvenile behavior, 
will doubtless remain centralized in the Institute 
for Juvenile Research in Chicago, but it would 
seem that special field problems might very well 
be assigned to the staffs of the state schools and 
colonies; in fact, a closer working rapport be- 
tween these staffs and the Institute would seem 
most desirable. In this branch of state service, 
as well as in the insane group, the joint endeavor 
of the state Superintendent of Charities and the 
state Alienist has resulted in a vast improvement 
and expansion of trained personnel of all kinds— 
and, when all is said and done, it is personnel 
rather than fine buildings and expensive equip- 
ment that accomplishes results in professional 
work, 

Trained and experienced medical officers 
should be continued in office as long as their 
services are meritorious. Much ground can be 
lost, and has been lost in Illinois from time to 
time, by a disorganization of the medical and 
nursing services consequent upon political 
changes and by failure to promote ambitious and 
capable men and women from the ranks. 

The Problem of Mental Disease. There are at 
present about 23,000 patients in our nine mental 
hospitals and in all probability there are as many 
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more well-developed cases in sanitariums and in 
the community at large. Commitment of mental 
cases to state care is upon the increase. During 
the past three years about 3,000 beds have been 
added in the insane group—1,000 at the Elgin 
State Hospital alone. A new hospital, ultimately 
designed for a population of 5,000 to 7,000, has 
been started at Manteno and already cares for 
850 patients. The budget of the Welfare Depart- 
ment for the years 1931-33, provides for many 
additional structures to furnish better care and 
treatment, but this program must be postponed 
indefinitely on account of the present tax situa- 
tion. 

Medical and nursing staffs may now be con- 
sidered to be quite adequate to all reasonable de- 
mands. Well-conducted training schools for 
nurses are carried on in all but two state hos- 
pitals, the pupils affiliating with schools in gen- 
eral hospitals for special work and being eligible 
for registration upon graduation. Registered 
nurses have been added to the nursing staffs in 
considerable numbers, whereas in the past the 
chief nurse has been practically the only regis- 
tered nurse in each hospital. The selection and 
training of attendants as carried on at present is 
not satisfactory and greater stress should be 
placed upon this in the future. 

The school for affiliate psychiatric training at 
the Chicago state hospital has continued as in 
the past, with groups of pupil and graduate 
nurses from general hospitals, who come in for 
a period of from three to four months. During 
the past year another school for this special train- 
ing has been instituted at the Kankakee State 
Hospital. The time is not very far away when 
all nursing schools will require training in the 
nursing of mental cases as a part of the regular 
course and much of this work will be done in 
state hospitals. 

To illustrate what may be done in a profes- 
sional way in a state hospital, the writer at this 
point may be pardoned for speaking in some de- 
tail of Elgin, with which he is at present par- 


- ticularly familiar, although it is but one of nine 


similar institutions in the state. 


PROFESSIONAL WORK IN A STATE HOSPITAL 


Of the 7,300 patients received in the year 1930-31 in 
all our state hospitals—an increase of 730—Elgin ad- 
mitted over 1,700 last year. Each patient is given a 
careful workup, physically and mentally, after which 
the case is gone over in staff conference with a view 
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not only to diagnosis—-which is, perhaps, a small part 
of the work—but to prognosis, treatment and the pos- 
sibility of a future return to society. Laboratory 
methods are freely used, together with the x-ray, basal- 
metabolism and electro-cardiograph apparatus. During 
the past year a resident psychologist has assisted ma- 
terially to clarify staff judgment in many cases. 

Following admission, clinical notes are made at fre- 
quent intervals, and a routine physical and mental 
checkup is made every six months with a view to bring- 
ing out possibilities of such improvement as may per- 
mit a return of the patient to society, not forgetting 
that he or she may meanwhile develop physical dis- 
orders which require medical or surgical treatment. 

In all cases not markedly organic in character, the 
patients are again brought before staff conference 
within three to six months for further decisions as to 
diagnosis, treatment and parole. 

But the routine professional work of a state hospital 
conveys only a partial picture of all the activities in- 
volved—which at Elgin as an example—may be briefly 
stated as follows: 

During the past year an intensive search for cases of 
pulmonary tuberculosis has been carried on—as a part 
of a state wide campaign, instigated by the State 
Alienist—with the result that one hundred cases have 
been discovered and a new tuberculosis ward set up. 
The diagnosis of this disease in the insane is often far 
more difficult than in normal patients because of lack of 
cooperation; the x-ray has been extensively used and 
chest pictures made in the majority of cases. The next 
step in this campaign should be the establishment of 
consultation contact with outside experts and the use 
of modern surgical measures for the arrest of the pro- 
cess in selected cases. 

Encephalography has been standardized for our 
especial requirements and will become a routine measure 
in dealing with epilepsy and many organic cases. We 
feel that it is a safe and worthwhile hospital procedure. 

The hospital service is exceedingly active. Standard 
records are kept and surgery is done whenever in- 
dicated. We have béen especially interested in the use 
of avertin as an anesthetic; patients operated upon can 
scarcely be persuaded when they wake up that an opera- 
tion has really been done. 

Sodium amytal has been thoroughly tried out both 
for sedative purposes and in order to produce some- 
what lucid intervals in stuporous patients who other- 
wise would not talk and has been found to be of great 
assistance. 

Atropine treatment for chronic encephalitic Parkinson 
syndromes has been carried on during the past six 
months, 
benefit in certain cases, as recently reported by Dr. 
Felix M. Adams, of Oklahoma. 

Radium chloride treatment of dementia praecox and 
the depressions of later life, at the suggestion of a Chi- 
cago physician, has been an interesting therapeutic ef- 
fort, though at present we are not prepared to make 
any statements as to results. 


There is no doubt but what it is of decided” 
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Malarial and heat blanket treatment of catatonics, js 
another interesting therapeutic enterprise, which we 
expect soon to hook up with the subsequent use of 
carbon dioxide and oxygen inhalations, according to 
the practise of Langestrasse. 

For nearly a year an endocrine survey has been car- 
ried out under the guidance of an endocrinologist of 
Chicago. Although the results have been meager, the 
undertaking is worth while. 

The treatment of paresis is carried on intensively, 
with the use of malaria and sulphur in oil, the writer 
being peculiarly interested in the latter therapy, since 
he was the first to use it in this country. Treatment by 
diathermy and the heat blanket, has been carried on at 
Elgin directly under the auspices of the state Psycho- 
pathic Institute for two years now, with excellent re- 
sults, as reported by the state alienist, in a recent 
communication. 

Autopsies run from twenty-five to thirty per cent, 
of all deaths. Pathology conferences are held every 
two or three weeks by the pathologist of the state 
Psychopathic Institute, to which physicians of the 
vicinity are invited. Medical meetings of the hospital 
staff are held semi-monthly, no attempt being made to 
confine the topics discussed to the field of neuro- 
psychiatry. 

During the past year some interesting work has been 
done in the study of the colloid chemistry of the blood 
in catatonics under the direction of an Elgin physician. 
These studies are in line with the present trend toward 
placing a greater emphasis upon blood colloid states in 
mental disease. 

Four social workers are active in obtaining the pa- 
tients’ histories and in following cases after their return 
to the community. At present this department is work- 
ing upon a survey of dementia praecox patients who 
have been out of the hospital for over a year. 

In April a research fellow in the relationship of 
spiritual conflict to mental disturbance will continue 
with us the work he has been doing at Worcester for 
a number of years. A post-graduate student of sociology 
is at work upon the problem of zonal distribution of 
patients admitted from urban districts. Many groups 
of non-medical students, nurses, etc., visit us annually 
for ward walks and clinics. 

Once a month all physicians submit a list of patients 
who have improved so greatly as to merit considera- 
tion of release. Following this a psychiatric survey is 
made and an attempt made to place them with relatives 
or friends if their condition seems to warrant this. In 
this manner the out-patients have been considerably 
increased in number during the past few months, thus 
relieving the state of the burden of their support and 
providing more room for ‘those who remain in the hos- 
pital. 

Several months ago a list of talks which the physi- 
cians of the staff of the hospital were prepared to give 
before various lay organizations, was sent out to these 
organizations in the hospital district. As a result, dur- 
ing the past fall and winter some thirty of these mental 
hygiene addresses have been given in one place and 





June, 1 


anothe 
ment € 
The 
cumule 
vised | 
value 
paresis 
Oui 
rious 
are I 
patier 
additi 
the re 
direct 
tions 
tivene 
tion ¢ 
that t 
profit 
prope 
as tre 
aim u 
in the 
ily pi 
operat 
Rac 
as a h 
of me 
tal di 
patier 
witho 
them. 
cine a 
fessio: 
insane 
has al 
the ev 
the “] 
ig evi 
gover 
instit 
public 
ever i 
instit 
Th 
searcl 
Very 1 
credit 
what 
subsic 
one 0 
state 


ine, 1932 


tonics, is 
hich we 
| use of 
‘ding to 


een car- 
Ogist of 
ger, the 


nsively, 
» Writer 
y, since 
nent by 
d on at 
> sycho- 
ent re- 
recent 


r cent. 

every 
> state 
of the 
ospital 
ade to 
neuro- 


s been 

blood 
sician, 
oward 
tes in 


le pa- 
return 
work- 
- who 


ip of 
itinue 
r for 
ology 
on of 
roups 
ually 


Hents 
dera- 
ey is 
tives 
In 
rably 
thus 

and 
hos- 


nysi- 
give 
hese 
dur- 
sntal 
and 


June, 1932 


qother, thus contributing somewhat to the enlighten- 
ment of the public upon problems of human behavior. 

The psychologist, aside from routine work, has ac- 
cumulated interesting data concerning a new test de- 
vised by Babcock, which we are finding of practical 
value in checking up the amount of deterioration in 
paresis, chronic alcoholism, morphinism, etc. 

Out Patient Clinics. In Chicago and in va- 
rious communities downstate, out-patient clinics 
are regularly conducted for the supervision of 
patients during their period of probation. In 
addition to this work, it would seem proper that 
the resources in our state hospitals should be 
directed toward the relief of community condi- 
tis dependent upon mental disease and defec- 
tiveness, which would not be called to the atten- 
tion of a general practitioner. Jt is our belief 
that the medical men of every community would 
profit financially in the end by the presence of a 
properly operated mental health clinic, inasmuch 
as treatment would not be undertaken and the 
aim would be in every case to adjust the patient 
in the community with the assistance of the fam- 
ily physician, provided he is interested in co- 
operating. 

Each state hospital might thus very well serve 
as a helpful center for its community in matters 
of mental hygiene, the early recognition of men- 
tal disturbance and the adjustment of mental 
patients in society, as long as this is possible 
without danger to themselves or those about 
them. The writer does not believe in state medi- 
cine as ordinarily interpreted by the medical pro- 
fession, but in matters that have to do with the 
insane, the feebleminded and criminals, the state 
has already been compelled to take a hand; hence 
the evolution of this tremendous machine termed 
the “Department of Public Welfare.” The time 
is evidently past when this branch of the state 
government can remain within the boundaries of 
institutional walls if it is to have a complete and 
public spirited program for the reduction of the 
ever increasing numbers of those committed to 
institutional care. 

The work of the Institute for Juvenile Re- 
search, already referred to, illustrates this idea 
Very Well. Illinois may well take to itself much 
credit for the part it has played in developing 
what was originally a small scale experiment, 
subsidized by individual gifts, into what is now 
one of the most worth while undertakings of any 
state in the field of mental hygiene. 
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Prevention of Mental Disease. When we have 
learned how to prevent arteriosclerosis and when 
syphilitic infection and chronic alcoholism have 
been reduced to the vanishing point, we shall have 
done away with nearly half of our mental dis- 
eases. These are problems of medical research 
and community hygiene. 

The remaining fifty or sixty per cent. will give 
us much trouble for a long time, since the causa- 
tion is so manifold and obscure as to make spe- 
cific treatment impossible—with our present day 
knowledge. For example, twenty-five per cent. 
of all first admissions to state hospitals are cases 
of dementia praecox—and dementia praecox re- 
mains a riddle which challenges attack from 
every conceivable angle. The Worcester state 
hospital in Massachusetts is at present carrying 
out an investigation of the causation of dementia 
praecox from every conceivable approach, with a 
special grant from the legislature for the employ- 
ment of a large corps of scientific workers. Ina 
few years we hope they may tell us something 
more about dementia praecox. 

Meanwhile, however, Illinois need not mark 
time. The division of the state alienist possesses 
at Elgin a good get-up for research work, not 
nearly so elaborate, to be sure, as that at Wor- 
cester, but sufficient to do much worthwhile work 
by itself, and in conjunction with the Elgin staff 
and the faculties of the various universities. 

At the Illinois Research and Education hos- 
pitals a psychiatric institute has recently been 
established, which will doubtless become an out- 
standing teaching and research center with the 
resources of a great scientific institution as well 
as of the state hospitals and colonies for nervous 
and mental diseases at its command. As our 
medical students become increasingly better 
trained along psychiatric lines, they will carry 
increased enlightenment in mental hygiene to the 
communities in which they practice. All state 
hospitals and colonies are open for student train- 
ing either by way of visiting groups, student 
clerkships or internships, and for properly su- 
pervised research work under the direction of the 
faculties of our several universities. 

A closer rapport of the state university and 
the Research hospitals with the work of our state 
hospitals is most desirable. An effective liaison 
between state scientific research and a field so 
fertile as the state hospitals, can and should be 
effected in many ways to the profit not only of 
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those who have broken down mentally, but to 
that of many thousands who will become afflicted 
within the next few years. 

Reference has already been made to the pro- 
fessional activity of the state hospital with which 
the writer is especially familiar. In the course 
of such a program it is evident that a consider- 
able number of doctors, nurses, social workers 
and attendants of the more intelligent type, are 
constantly being trained to deal with mental 
problems, not only within institutional boun- 
daries, but upon the outside as well. Every year 
a number of these people return to their com- 
munities with a knowledge of mental disease 
which must be a positive asset to them and to 
their communities throughout their life-time. 
This phase of our educational work is easily lost 
sight of, along with the fact that the relatives 
and even the patients themselves who are re- 
turned to their homes recovered or vastly im- 
proved, serve also to contact the public at large 
with one of its most serious problems. 

Human misbehavior is by far our most vital 
interest today. Everyone wants to be well and 
everyone wants to be happy. Society as a whole 
shows an increasing tendency to view these mat- 
ters with intense interest. The present world 
depression is bringing even the nations to the 
realization that they cannot separately work out 
these problems satisfactorily—vide the Interna- 
tional Congress of Mental Hygiene held in Wash- 
ington two years ago. There must be a joint 
endeavor. The term “multiple approach” is at 
present a favorite means of expressing the 
thought that no question of far reaching impli- 
cations can be answered by attacking it from one 
direction only. Thus the mere building of new 
institutions, hospitals, penitentiartes and reform- 
atories, cannot solve the problem of illfare and 
welfare in Illinois. 

Within the Department of Public Welfare this 
principle of multiple approach may be put to 
good use. We can coordinate our present facili- 
ties to better advantage, emphasizing especially 
our relationship to the state university, as be- 
fore mentioned, and to the state normal schools, 
where the principles of mental hygiene should 
receive especial consideration. 

Beyond its boundaries the Welfare Depart- 
ment may well continue to cultivate cordial and 
sympathetic relationships with public and private 
organizations. Whatever the state can do in the 
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field of mental hygiene should be generously of- 
fered, and accepted without suspicion or jealousy 
—provided always that the state is minded not 
to injure the private physician in the work he is 
professionally prepared to do, nor to pauperize 
the public. 

As in the past few years, the Welfare Depart- 
ment will doubtless continue eagerly to seek ad- 
vice and suggestions from all quarters as to how 
its job may be better done. Not every sugges- 
tion will be practical, not every one possible to 
carry out, but the present receptive attitude, if 
continued, must build up a cordial spirit of co- 
operation that will eventually take the Depart- 
ment entirely into the field of a strictly humani- 
tarian and professional undertaking. 


THE EARLY DIAGNOSIS OF ACUTE 
INTESTINAL OBSTRUCTION 


Ear.E I, Greene, M. D., M. S. (Surg)., 
F. A.C. 8. 
Associate in Surgery, Northwestern University Medical School 
and 
J. MAgor GREENE, S. B., M. D. 
Clinical Assistant in Medicine, Rush Medical College 


CHICAGO 


Early and accurate diagnosis is the ambition 
of every medical man. In few conditions, how- 


ever, is there such urgent need for an immediate _ 


diagnosis and prompt adequate treatment as in 
an acute intestinal obstruction. Our mortality 
in this condition has remained practically sta- 
tionary for many years, and is unquestionably 
due to the fact that we have not kept uppermost 
in our minds the possibility of an obstructive 
lesion of the intestine whenever a patient com- 
plains of acute abdominal pain. Not many years 
have passed since surgical procedures on the 
thyroid gland were prohibitive because of the 
tremendous mortality associated with such pro- 
cedures. Now in our better clinics the mortal- 
ity has dropped to as low as .0025%.' Not 
many years ago, surgery of the large bowel car- 
ried a mortality of from 40 to 70%. Within the 
last few years, by adequately preparing the pa- 
tient and by having the surgeon properly trained 
for such operative procedures, the mortality has 
dropped to where it is now, below 10%. Un- 
fortunately, however, our progress has not kept 
stride with our acutely obstructed cases as it 
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has With many of our other formidable surgical 
conditions. 

Our medical students are still being taught 
that the symptoms of intestinal obstruction are 
pain, fecal vomiting, complete closure of the 
bowels, and tympanites. This is all very true, 
but if we are to wait until obstipation becomes a 
prominent factor, if we are willing to wait until 
the abdomen becomes distended, if we are con- 
tent to procrastinate until no gas or fecal ma- 
terial can pass per rectum, then we are often 
too late to accomplish much and our mortality 
will continue to remain abnormally high. Our 
only hope in cutting down this tremendous and 
often unwarranted loss of life is to establish the 
diagnosis before such profound symptoms make 
themselves manifest, and before irremedial dam- 
age to the bowel has resulted. 

There is no question that the most frequent 
cause of acute intestinal obstruction is in herniae, 
where a loop of bowel gaining entrance into the 
hernial sac becomes obstructed and later stran- 
gulated. After discovering a palpable tumor 
mass located in one of the hernial positions, suf- 
ficient evidence is present to enable us to arrive 
ata diagnosis. There should be no hesitation on 
the part of the medical man seeing such a case 
to recommend immediate intervention, for to 
wait is often equivalent to a death sentence. It 
is in the obstructed cases occurring within the 
abdominal cavity, whether it be due to an in- 
ternal hernia, volvulus, intussusception, bands, 
or the adhesive type, that the early diagnosis is 
of particular importance, for here we have no 
telltale tumor presenting itself to aid us in es- 
tablishing a diagnosis. Every time we open an 
abdomen we are subjecting such a patient to a 
possible intestinal obstruction which may ap- 
pear while the patient is still in the hospital .or 
months or years later. 

There are a number of criteria which if recog- 
nized early, and interpreted correctly, should in 
the majority of cases aid us in arriving at an 
early diagnosis. 

Pain is the outstanding early symptom. The 
pain is severe, colicky in character, intermittent, 
and may be localized anywhere in the abdomen 
depending upon the location of the obstruction. 
Between such paroxysms the patient remains 
comfortable, only to have a recurrence after a 
few minutes. 

Nausea and vomiting is an invariable symp- 
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tom, usually coming on early. At the onset it is 
reflex in character and not due to the backing 
up of intestinal material, which inevitably must 
follow if the obstruction is not relieved. 

Too long have we been taught, and too indel- 
ibly is it inscribed in the minds of the medical 
profession, that intestinal obstruction is charac- 
terized by obstipation. This must and will occur 
if the case is permitted to go too long. The 
passing of gas or even fecal material should not 
in the least sway us from the diagnosis of intes- 
tinal obstruction, for as long as there is gas or 
fecal material within the bowel distal to the 
point of obstruction so long will this material 
pass. Too often has a patient been permitted to 
go on to strangulation because of passing a little 
gas, or evacuating a little fecal material follow- 
ing an enema. Too much false assurance has 
been placed on the fact that following an enema 
the patient has successfully passed gas or fecal 
material, and only too often has this false se- 
curity been the occasion to postpone proper sur- 
gical therapy only to find that after a number 
of hours the distention, the tympanites, the vom- 
iting, and the pain becomes increasingly alarm- 
ing. With each hour of procrastination the pa- 
tient’s chance for recovery rapidly diminishes. 
Again, may we be permitted to stress the fact 
that given a patient with recurrent paroxysms 
of colicky abdominal pain, with nausea and vom- 
iting, the diagnosis of acute intestinal obstruc- 
tion must still be entertained notwithstanding 
the fact that he has successfully passed gas or 
fecal material spontaneously or after an enema. 

Another outstanding early characteristic of 
this condition is the too frequent absence of lo- 
cal signs suggesting intra-abdominal pathology. 
With the rupture of a peptic ulcer we have the 
board like rigidity with its accompanying col- 
lapse. With an acute appendicitis we find ten- 
derness and rigidity in the right lower quad- 
rant. Unfortunately, however, we most fre- 
quently find no such tell-tale aids in cases of ob- 
struction. Occasionally there may be some ten- 
derness over the site of lesion, but in the early 
cases this finding is not sufficiently character- 
istic to be dependable. Later, after strangula- 
tion has occurred, tenderness and pain may be- 
come outstanding findings. At the onset of this 
condition such patients are not acutely ill, the 
temperature remains normal, the pulse may be 
only slightly elevated, the leucocyte count has 
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not increased unless vomiting has been consider- 
able, and unless the obstruction is high there is 
no change in the blood chlorides, urea, or carbon 
dioxide combining power of the blood. 

Of equal importance to the occurrence of in- 
termittent paroxysms of colicky pain is the ex- 
amination of the abdomen with the stethoscope. 
The finding of increased loud peristaltic move- 
ments, often explosive in character especially at 
the point of obstruction and reaching its in- 
tensity at the height of the pain, is a most valu- 
able finding and can be considered one of the 
pathognomonic signs of intestinal obstruction, 
especially when associated with the findings pre- 
viously described. 

As yet not sufficient credence has been given 
to the x-ray findings in this condition although 
adequately brought to the attention of the pro- 
fession by Case in 1915. More frequent use and 
correct interpretation of a flat plate of the ab- 
domen in every suspected case will be a great boon 
to the early diagnosis of this most terrible intra- 
abdominal catastrophe. Within 4 or 5 hours 
after the onset of an obstruction, and especially 
if the small bowel is involved, there is sufficient 
evidence present on such an x-ray plate to war- 
rant an accurate diagnosis. The presence of gas 
in the small intestine on the x-ray film is an ab- 
normal finding and indicates an interference to 
the flow of material in the small bowel. This 
has been described as step ladder like in pattern, 
and in later cases fluid levels with gas above may 
be visualized. 

In resumé, even at the expense of repeating 
what we have previously stated, given a patient, 
especially one who has previously been subjected 
to an intra-abdominal operation; who does not 
look sick; whose temperature is normal; who 
complains of recurrent paroxysms of colicky ab- 
dominal pain; who has or has not passed gas or 
fecal material either spontaneously or following 
an enema; who on examination presents little or 
no local findings of intra-abdominal pathology ; 


who shows increased peristaltic movements 


reaching their maximum at the height of the 
pain, and with the finding of gas and frequently 
fluid levels in the small bowel on an x-ray plate, 
the diagnosis of intestinal obstruction is estab- 
lished. With these findings ever present in our 
minds, hours will be saved, strangulation of the 
bowel will be minimized, operative procedures 
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will be greatly simplified, and mortality will rap- 
idly fall. 
REPORT OF CASES 

Case 1. L. P. Male. Aged 28 years. Previous his- 
tory essentially negative except for an appendectomy 
done several years previously for a ruptured appendix, 
About six hours previous to our seeing him he suddenly 
experienced a sharp pain in the region of the umbilicus 
followed by repeated paroxysms coming on at intervals 
of 2-5 minutes. Nausea and vomiting then followed, 
Several enemas were given which at first were followed 
by the escape of gas and some fecal material. Later, 
little or no gas or fecal material followed the introduc- 
tion of fluid into the colon. 

On examination the patient did not look sick except 
for the discomfort resulting from the nausea and vomit- 
ing. The pulse was 85 per minute. There was only 
slight tenderness on deep pressure over the apendix scar 
and umbilical region. There was only a suggestion of 
distention present below the navel. On examining the 
abdomen with the stethoscope loud peristaltic move- 
ments could be heard and at the height of the pain were 
explosive in character. The white blood count was 
8500. The x-ray showed the colon outlined by gas with 
gas present in the small bowel. A diagnosis of intes- 
tinal obstruction was made and an immediate explora- 
tion was advised. 

At operation, through a right rectus incision, dilated 
small bowel was immediately encountered when the 
abdomen was opened. Putting the exploring hand into 
the abdominal cavity a mass of bowel was brought to 
view and an adhesive band extending from the appendix 
scar and reaching to the ileum about 8 inches proximal 
to the ileo-cecal valve was found. This band was sev- 
ered and at once was followed by the emptying of the 
distended small bowel. An umeventful recovery , fol- 
lowed. 

Case 2. Miss C. C. Aged 19 years. This patient 
gave a history of repeated attacks of pain in the right 
lower quadrant with nausea, vomiting and fever. When 
she first presented herself for examination she was re- 
covering from such an attack. A diagnosis of recurrent 
attacks of appendicitis was made, but as she was re- 
covering from her latest attack she was advised to post- 
pone operation until she was entirely free from pain. 
Several weeks later she entered the hospital for opera- 
tion. Through a muscle splitting incision an: appendix 
bound down and showing definite evidence of previous 
pathology was removed. Convalescence was without 
incident, the patient being dismissed on the sixth post- 
operative day. 

Twelve days later she was awakened suddenly at 3 
A. M. with severe abdominal pain in the region of the 
umbilicus. The paroxysms were repeated every 3-4 
minutes lasting 1-3 minutes, causing her to double up 
and cry out in pain. She was nauseated and vomited 
several times. The stethoscope revealed marked in- 
crease in the peristaltic movements especially at the 
height of the paroxysm. She was advised to enter the 
hospital as a diagnosis of intestinal obstruction was 
entertained. At the hospital the temperature was nor- 
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mal, the white count 11,000. A flat plate of the ab- 
domen showed the colon outlined clearly, but in the mid 
portion of the abdomen gas could be seen in the small 
towel in stepladder arrangement. 

At operation there was found an acute kinking of the 
ileum just proximal to the ileo-cecal valve. This was 
freed and an uneventful recovery followed. 

SUMMARY AND CONCLUSIONS 

1. Our mortality in intestinal obstruction 
has remained practically stationary, whereas, in 
most of the other formidable surgical ‘conditions 
there has been a distinct fall. 

2, Every abdominal operation makes for a 
potential intestinal obstruction. 

3. Recurrent attacks of colicky pain, with 
nausea and vomiting, little or no local findings, 
and the presence of increased peristaltic move- 
ments speak for intestinal obstruction. 

4, The passing of gas or fecal material spon- 
taneously or following the giving of an enema 
does not rule out an intestinal obstruction. 

5. The finding of gas and fluid in the small 
bowel on the x-ray plate of the abdomen spells 
obstruction to the intestinal contents. 

310 S. Michigan Ave. 
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STERILITY IN THE MALE* 


Victor D. LespinassE, M. D., 
CHICAGO 


In examining the husband of a sterile couple, 
the first procedure to carry out is to obtain a 
history and determine if there has been anything 
in the history that could cause a closure of the 
tubes leading from the testicle into the urethra, 
or if there has been some pathology that could 
have destroyed the sperm-producing structures of 
the testicle. 

If there is nothing of this sort in the history, 
the clinical examination will show either a 
iormal testicle, normal epididymis and normal 
vas, or it may show an absence of the vas or 
absence of the epididymis. It also may show a 
tare condition, a congenital absence of sperm 
formation. This condition is manifested clin- 


ically by the testicles being a little smaller than 
— 

“Read before the joint meeting of the Chicago Urological 
and Chicago Gynecological Societies, February 26, 1931. 
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normal, slightly more globular and considerably 
harder than a normal sperm-producing testicle. 

If we do not find this type of testicle and we 
do not find any nodules or infiltrations in the 
vas or epididymis, the next step in our clinical 
diagnosis is the examination of a specimen of 
semen. 

To obtain a specimen of semen, actual sexual 
intercourse must be indulged in. Semen ob- 
tained in any other way is not reliable. Semen 
obtained by rectal manipulation rarely contains 
spermatozoa; only one specimen in four or five 
will contain spermatozoa. So, examination of 
the rectal specimen is valuable only from a posi- 
tive sense and has no value in the negative sense. 

When we obtain a specimen of semen, we de- 
termine the presence or absence of spermatozoa 
and this fact divides all semen specimens into 
two major groups; namely, 1, those with sperma- 
tozoa in any number present and, 2, those with 
absolutely no spermatozoa. 

In the group that contains spermatozoa, the 
next step is to determine the number. The nor- 
mal ejaculation is from 3 to 8 cc. in volume 
and should contain around five hundred million 
spermatozoa. Any diminution in this number 
lessens the mechanical chance of a spermatozoa 
meeting the ovum and hence is conducive to 


sterility. 


The next point to observe is the development 
of the sperm. Are the tails long and straight, 
their axis in line with the axis of the head, or 
are they short and perhaps at right angles to the 
axis of the head, and is the head the normal 
ellipse or is it larger than normal and globular 
or even angular? The neck piece is often thick- 
ened and considerably enlarged. 

The motility of the spermatozoa should next 
be determined by following the spermatozoa 
across the high power field. A really extraor- 
dinary specimen will have a progressive, vibratile 
normal motion and go across the field in from 
3 to 5 seconds. The speeds vary to as high as 
30, 40, or 50 seconds and then absolute im- 
motility or rather motility in situ. Just the 
exact amount of motility that is necessary for 
the sperm to impregnate has not as yet been 
determined. I have seen pregnancy take place in 
sperm that was very slow. 

The methods of treatment for these conditions 
of deformed sperm are purely endocrine, vitamin 
and dietetic. The motility of the sperm varies 
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with the constitutional vigor and the state of 
bodily health of the individual. 

When the individual is suffering from any in- 
fectious disease or low grade of sepsis, the motil- 
ity of his sperm will be markedly impaired. 
This fact was brought out to me strikingly dur- 
ing the influenza epidemic in 1918; I had several 
patients at this time whose motility of sperm I 
had determined, and after they had recovered 
from their influenza and were convalescent I had 
the opportunity of examining their sperm again. 
In every instance the motility was markedly re- 
duced, and as the patients convalesced and re- 
gained their strength, the motility came back up 
to what was normal for the particular individual. 

The giving of a high protein diet, a diet rich 
in vitamin, is essential in the treatment of this 
class of patient. Position of the testicle in the 
scrotum has a profound influence on the activity 
of the sperm. In any group of sterile couples, 
one will find a larger number of unilateral un- 
descended testicle among the husbands than will 
be found in the general population. 

While these individuals have one testicle in the 
scrotum free and clear, still the general anomaly 
or lack of development has extended to it and it 
does not produce a high quality of sperm. 

This bears out the known fact that the human 
testicle must be in the scrotum to produce sperm 
at all and will absolutely cease producing sperma- 
tozoa if it is replaced in the abdomen. 

In the group whose semen shows no sperma- 
tozoa, we have two subdivisions: 1, Those with 
obstructions which prevent the spermatozoa from 
leaving the testicle, and, 2, those with no pro- 
duction of spermatozoa. 

In the first group we have the obstructed types. 
These individuals practically always give a his- 
tory of mumps, gonorrhea or trauma to the tes- 
ticle. Clinically examination will show an in- 
filtrate in the epididymis or in the vas. The 
semen examination shows no spermatozoa in the 
semen. 

The relief of this type of patient is purely 
surgical and the percentage of cures depends en- 
tirely upon the location in the sexual tract of 
the obstruction. The commonest point of ob- 
struction is in the lower portion (tail) of the 
epididymis. Here we relieve the condition by 
joining the vas to the epididymis above the point 
of obstruction. This is best done by direct vaso- 
epididymostomy, an operation devised by the 
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writer which joins the vas to one particular 
epididymis tubule loop. Results here depend 
upon the surgeon and not upon chance as in the 
earlier methods of vaso-epididymostomy. Our 
results in this operation are 60 to 70 per cent, 
successful. 

The next most common site of obstruction js 
in the vas and here we simply cut out the ob- 
struction and do an end-to-end anastomosis of 
the vas. Results here are almost always ob- 
tained. 

Obstructions in the vas, deep down in the 
pelvis, are surgically inaccessible and therefore 
unrelievable directly. 

In this type of obstruction we have devised 
the sac operation, which converts the tunica 
vaginalis into a spermatocele. , When we wish to 
obtain sperm, we tap this spermatocele and in- 
ject the sperm into the wife’s uterus. 

Obstructions in the head of the epididymis and 
in the mediastinum of the testicle are relievable 
by proper anastomosis of the mediastinum testis 
and the vas, or.one of the tubules of the epididy- 
mis and the vas, but results here are relatively 
few. 

Azodspermia cases are due to no production of 
spermatozoa and are of two types. 

First are those due to an absence of spermato- 
genic tissue of congenital origin with normal de- 
velopment of the sexual side of the testicle. 

These individuals have a normally developed 
testicle, as regards the sex side, but no develop- 
ment of the spermatogenic side. Sexually, these 
individuals are normal, or stronger than normal, 
as regards their sexual libido. There is no treat- 
ment that will remedy this condition. It is due 
to a congenital absence of spermatogenic tissue 
which classifies with the deformities. 

The second group of non-production cases is 
much larger. There the deformity not only in- 
volves the spermatogenic side of the testicle, but 
also involves the sexual or internal secretion side. 
These individuals, from a sterility standpoint, 
rate a very poor prognosis; they are called eunu- 
choid individuals. 

The examination of the male is so easy and 
simple that I feel it is not justifiable at present 
to do any sterility operation on a woman until 
it has been determined that the husband has 
normal spermatozoa in his semen. 

Secretions effect on spermatozoa. The effect 
of pathological changes in the prostatic fluid and 
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in the seminal vesicle fluid on the sperm are im- 
portant and should be carefully determined. Pus 
in the prostatic or vesicular fluids in some in- 
stances is stimulating or irritating to the sperm. 

Oftentimes one sees in a fresh specimen of 
semen which contains pus that the sperm are 
very active, more so than normal. They have a 
nervous movement. The usual effect of pus in 
these secretions, however, is detrimental to the 
sperm and the sperm is usually dead or very 
feebly motile when pus is present. 

In a few instances, I have been able to see 
this demonstrated in a striking clinical way. 
Semen obtained a few minutes after ejaculation 
showed sperm of relatively normal motility. But 
in fifteen minutes to half an hour the sperm had 
all ceased to move, due to the toxic effect of the 
purulent secretions of the prostate. 

Inflammatory diseases in the seminal vesicle 
can cause sterility in another way, as well as by 
the toxic effect of the pus upon the spermatozoa. 

As urologists, we are all familiar with the 
sausage casing shreds that can be expressed from 
chronically inflamed seminal vesicles. These 
shreds, as you know, are a mixture of pus, sem- 
inal vesicle secretions and desquamated vesicular 
epithelium and they are of considerable consis- 
tency and size. 

In fact, it is surprising the size of some of 
these shreds that can be expressed through the 
ejaculatory duct. One step further and these 
shreds become so thick and so hard that under 
ordinary conditions they plug the ejaculatory 
ducts. So, from the clinical standpoint, where 
there is history of gonorrhea and where one sus- 
pects, or knows, that there is present an infec- 
tion in the seminal vesicle, that patient should 
not be operated upon until the physician has con- 
scientiously tried to express this plug in the 
ejaculatory duct by vesicular pressure and ex- 
pression. 

And if one is enough of a urologist to be able 
to catheterize the ejaculatory duct, he may be 
able to relieve this obstruction by that manipula- 
tion. In any given sterility patient, one cannot 
determine the exact site of the obstruction until 
he is actually in the scrotum and has the struc- 
tures involved in his hands. 

; Naturally, we wish to relieve the patient in the 
simplest and surest manner possible. Occasion- 
ally the obstructions are so located that the 
mechanics work out in such a way that we can 
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do a vaso-vasotomy joining the right vas to the 
left vas, where the results are much better than 
in a vaso-epididymostomy. As an example, this 
operation would be indicated where the right vas 
is closed in the pelvis and the left tail of the 
epididymis is closed. Therefore, by joining the 
two vasi together, the sperm from the right 
testicle would go through the right epididymis, 
a portion of the right vas, through the anasto- 
motic opening into the left vas, on into the 
abdomen, and down into the urethra. Another 
type of case suitable for a so-called cross opera- 
tion is the following: The right testicle is 
atrophied and obviously is not producing sperma- 
tozoa. The epididymis and vas of the right side 
are perfectly normal. The left vas is closed in 
the pelvis and the left epididymis is closed in its 
tail. To relieve a situation of this sort, it is 
necessary to join the right vas to the left epidi- 
dymis and then the sperm from the left testicle 
will enter the urethra through the right ejacula- 
tory duct. 

In closing, I simply wish to stress the fact 
that at least half of the cases of sterility in any 
given couple are due to conditions present in the 
husband. Examination of the husband is much 
simpler and much more certain than the ex- 
amination of the wife and should always be car- 
ried out before any operative procedure that 
carries any appreciable risk is performed on the 
wife. 





TREATMENT OF INTESTINAL 
OBSTRUCTION* 


BASED ON THE NEWER CONCEPTION OF THE 
ROLE THAT CHEMICAL DISTURBANCES, SIIOCK- 
SYNDROME AND TRANSPERITONEAL ABSORPTION 
OF TOXINS PLAY IN THE PRODUCTION OF 
SYMPTOMS 


KE. H. Mensine, M. D., F. A. C. 8S. 
MILWAUKEE, WISCONSIN 


Intestinal obstruction is divided clinically into 
simple mechanical obstruction, adynamic (para- 
lytic) ileus and strangulation. Although these 
represent three sharply defined groups, the dis- 
turbances in physiology and chemistry that re- 
sult vary considerably, depending upon the 
underlying causes and pathology. For example, 





*Address before the staff of Norwegian-American Hospital, 
Chicago, and the staffs of the Veterans’ Administration Hospital 
& City Emergency Hospital of Milwaul 
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in a simple obstruction of the upper two-thirds 
of the small intestine, the early and preponderat- 
ing symptoms are due to the loss of H,0, elec- 
trolytes and fixed bases contained in the digestive 
juices, whereas in strangulation the earliest 
symptoms are due either to toxemia or shock de- 
pending upon whether a small or larger loop 
becomes suddenly strangulated. In the so-called 
paralytic ileus the distention that results from 
excessive splanchnic inhibition is the prepon- 
derating symptom, to be followed by the de- 
leterious effects of the increased intra-intestinal 
pressure, with its resultant circulatory damage 
to the gut. 

Hence in trying to interpret the symptoms 
that are being produced by an obstruction one 
must always consider the three great factors that 
enter in varying degrees into the production of 
these symptoms, namely: 

1. Disturbances in chemical equilibrium due 
to loss of water and electrolytes from vomiting 
and failure of re-absorption of digestive juices 
below the obstruction. 

2. So-called shock-syndrome from dehydra- 
tion, splanchnic engorgement and escape of whole 
blood or plasma into the lumen and wall of the 
intestine and into the peritoneal cavity. That a 
nervous factor is also concerned in the produc- 
tion of some of these symptoms, is suggested by 
the experiments of Meek. He showed that if a 
loop of intestine is denervated and then dis- 
tended, life continued as long as sufficient H,O 
and chlorides were given. 

3. Absorption of toxins through the bowel 
wall and thence into the peritoneal lymph spaces, 
which occurs only after the circulatory damage 
to the bowel has become serious enough to pro- 
duce necrotic changes in the mucosa. 

Many of the symptoms which were formerly 
ascribed to toxemia are now being recognized 
as being due to factors 1 and 2 and it is be- 
ginning to dawn upon us that absorption of 
toxins is a rather late manifestation, excepting 
in certain cases of strangulation obstruction. 
The preponderance of one or other of these three 
factors depends upon: 


(a) Stage of obstruction 

(b) Nature of obstruction 

(c) Height of obstruction 

(d) Amount of vomiting 

(e) Amount of digestive juices lost 

(f) Amount of intra-intestinal. pressure 
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(g) Degree of intestinal inhibition from splanchnic 
nerve irritation 

(h) Loss of blood and plasma into intestine and 
peritoneal cavity 

(i) Flattening or reversal of the intestinal gradient 
of forces 

(j) Interference with diffusion of gases 

(k) Adrenal depletion 

We shall next discuss a little more fully some 
of the pathologic physiology and altered chem- 
istry of the blood and tissues as it prevails in 
ileus. 

1. Increased Intra-Intestinal Pressure. 
Gradually increasing pressure occurs as the re- 
sult of the increased intestinal contractions striy- 
ing to overcome an obstruction to the intestinal 
current. As a result of this obstruction, fer- 
mentation and putrefaction occur, and in addi- 
tion, as a result of the increased intra-intestinal 
pressure compromising the venous circulation, 
there occurs an early and often considerable ac- 
cumulation of gas. Most of this gas collects im- 
mediately proximal to the obstruction and is due 
principally to the interference with the diffusion 
of gases between the intestinal lumen and the 
venous radicles of the portal system. It is a 
common mistake to assume that the distention 
due to gas is due solely to fermentation and 
putrefaction. Recent experimental work has 
shown that in normal individuals considerably 
more gas enters the portal system by diffusion 
through the gut to be thus carried off to the liver 
and lungs, than is passed off per rectum. 

If the simple obstruction is not relieved and 
the intra-intestinal pressure continues to rise, 
the early venous stasis is followed by marked 
splanchnic engorgement and plasma escapes into 
the involved tissues as well as into the peritoneal 
cavity. The loss of fluids due to vomiting and 
failure of re-absorption, as well as the tremen- 
dous splanchnic engorgement with its local loss 
of plasma and some nervous factor due to dis- 
tention, combine to produce a so-called shock- 
syndrome. This syndrome is due to a diminution 
in the venous-blood volume-return, with a de- 
creased cardiac output and a drop in blood- 
pressure and body temperature. The earliest 
sign is a fall in the diastolic pressure followed 
soon by a marked fall in the systolic pressure. 

If the obstruction continues beyond this stage, 
then the increased intra-intestinal pressure pro- 
duces complete capillary stasis with the result 
that necrotic changes soon begin to manifest 
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themselves and especially in the mucosa over- 
lying the villi opposite the mesenteric border. It 
is at this stage that the real absorption of toxins 
occurs. These toxins are either in the nature of 
an entero-toxin or emanate directly from the 
gangrenous patches in the lower wall. 

2. Loss of H,O, electrolytes and fixed bases. 

The vomiting of gastric contents causes a loss 
of considerable H,O and Cl with the result that 
dehydration, hypochloremia and alkalosis occur. 
The higher the obstruction the more pronounced 
are these chemical changes. The loss of pan- 
creatic juice, either from its admixture with the 
gastric-contents vomitus or its failure to be re- 
absorbed below the obstruction, is of considerable 
import. It represents the loss of considerable 
amounts of fixed base, particularly Na, and also 
Cl ions and a certain hormone-like substance 
which affects fat metabolism in the liver (Berg 
& Tucker). 

Since 6 to 8 litres of digestive juices are nor- 
mally secreted in twenty-four hours to be re- 
absorbed again in the lower small bowel and 
colon and since this fluid contains large amounts 
of Cl and Na, it becomes quite apparent that 
this loss is productive of symptoms in any type 
of intestinal obstruction, most particularly how- 
ever in the simple higher obstructions of the 
small bowel. 

In the strangulation type of obstruction the 
interference with the local mesenteric circulation 
is so acute that dehydration, hypochloremia, 
alkalosis (or acidosis) often do not develop until 
after toxemia or shock or both have developed. 

3. Shock-Syndrome. In the discussion of in- 
creased intra-intestinal pressure the production 
of this symptom-complex was mentioned. The 
symptoms due to this disturbance of the general 
circulation occur very early in strangulation 
where the mesenteric venous circulation is sud- 
denly and completely blocked. The longer the 
loop that is strangulated, the earlier are the 
symptoms of shock due to the loss of large 
amounts of bloody fluid into the intestinal lu- 
men and peritoneal cavity. A strangulated short 
loop is associated with less loss of blood, but 
with earlier gangrenous changes, hence toxemia 
is more pronounced in this type than the shock- 
syndrome. According to Blalock, Phemister and 
others, a sudden, local loss of blood constituents 
from trauma can produce a diminution in cir- 
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culating blood-volume with a marked drop in 
blood-pressure. There occurs in almost every 
case of ileus at some stage, unless relieved by 
operation, the diminution in venous blood-vol- 
ume return which is so characteristic of trau- 
matic shock. The dehydration, splanchnic en- 
gorgement and local loss of whole blood and 
plasma can, and do occur. As a result of the 
diminished venous blood-volume-return there 
occurs diminished cardiac output and a drop in 
blood-pressure, and as a result of the loss of 
colloids (plasma proteins) there occurs a dimin- 
ished osmotic tension in the blood. Capillary 
stasis occurs, resulting in increased viscosity of 
the blood and disturbances in the “internal res- 
piration.” In addition to these factors a nervous 
element is concerned in causing the anorexia, 
vomiting and depression (Ivy & Kelley). Meek 
has furthermore shown that in distention of a 
denervated loop of intestine in dogs they con- 
tinue to eat and drink and the distention ap- 
parently does not disturb them. 

4. Transperitoneal Absorption of Tozins. 
That absorption of toxins occurs and is fre- 
quently the cause of death, is proven by the pro- 
found effect of strangulation of a short loop of 
small bowel, which quickly becomes gangrenous. 
That serious circulatory damage can produce 
gangrenous changes in delayed cases of simple 
mechanical obstruction, as well as advanced 
cases of adynamic ileus, is proven, hence, it is 
most important that an early diagnosis be made 
and that an early operation be performed in 
order to avoid the dangers of extensive local 
circulatory damage with resulting toxic absorp- 
tion. 

If it is true that serious absorption of toxins 
does not occur until the circulatory damage has 
been severe enough to produce gangrenous 
changes, then it must likewise be accepted that 
the absorption of toxins cannot occur through 
the seriously compromised vessels and that it 
must occur directly through the bowel wall and 
into the peritoneal lymph spaces. Many experi- © 
mental and clinical facts support this theory of 
transperitoneal absorption of toxins, but space 
does not permit more than a brief mention of a 
few: 

1. Cats with experimental volvulus die in 20 


hours. When the volvulus is exteriorized, the 
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animals live for 3 and 5 days. 


White). 

2. Dogs with intestinal obstruction and a 
thoracic-duct fistula live longer than dogs with- 
out the fistula (Costain). 

3. Gatch showed by means of a closed loop, 
that nicotine was not absorbed in the exteriorized 
loop under certain conditions, but that immedi- 
ate absorption occurred when the loop was re- 
introduced into the abdomen. 

4. A dog with a closed intestinal loop can be 
kept alive as long as the pressure in this loop is 
kept below the point where absorption of toxins 
occurs. 

5. A patient with a strangulated femoral or 
inguinal hernia is not nearly as acutely ill as a 
patient who has an internal type of strangula- 
tion. 

(g) Inhibition of Intestinal Motility from 
Excessive Splanchnic Nerve Irritation. 

This condition is most pronounced in cases of 
adynamic ileus secondary to a localized peri- 
tonitis. It can also occur after a severe trauma 
and particularly after extensive laparotomies. 
In the latter case it is always more likely to oc- 
cur if pre-operative purgation has been resorted 
to and if ether anesthesia is administered. 

That the intestinal muscle in cases of so-called 
paralytic ileus is not paralyzed has been proven 
by Alvarez and others who showed that isolated 
strips of muscle from these cases possessed all of 
the attributes of normal muscle. The flattening 
or reversal of the intestinal gradient which oc- 
curs is undoubtedly due to inhibition from ex- 
cessive splanchnic stimulation. The experiments 
of Arai are quite conclusive in this respect. He 
produced peritonitis in dogs and noted a lack of 
propulsive intestinal movements. He next cut 
the splanchnics in another series of dogs and 
then produced peritonitis. The peristalsis in 
these latter animals remained unaffected by the 
peritonitis. 

(h) Flattening or Reversal of the Intestinal 
Gradient. Alvarez has shown that normal peris- 
taltic movements which propel contents from the 
uppermost intestinal tract to the lowermost are 
the result of the greater irritability, contrac- 
tility, rhythmicity etc. of the upper tract, which 
properties gradually diminish toward the lower 
tract. Anything which raises the gradient lower 
down such as excessive splanchnic irritation, in- 
flammation, irritating enemas, ether anesthesia, 


(McIver & 
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purgation, morphine (in big doses) lowers the 
gradient higher up, with a resulting flattening 
or reversal. A mechanical obstruction causes an 
early steepening of the gradient, followed in time 
by a flattening or reversal, as the intestinal 
musculature commences to tire. Hence the jm. 
portance of treating the paralytic ileus that may 
follow removal of an obstruction. This is up. 
doubtedly a true paralytic ileus, in contra-dig- 
tinction to the so-called “paralytic” ileus of a 
localized peritonitis, which is due to excessive 
inhibition from irritation of the splanchnic 
nervous system. 

(i) Interference with Diffusion of Gases, 

An obstruction of the small bowel is followed 
by the accumulation of gases immediately prox- 
imal to that obstruction, whereas the intestinal 
fluids collect higher up in the bowel. As a result 
of lengthening and kinking of the gut, multiple 
“gas-traps” are apt to result, each trap acting 
as a separate obstruction. 

The gas which accumulates is the result of in- 
terference with the diffusion process which nor- 
mally occurs between the lumen of the bowel and 
the veins of the portal system as contained in the 
bowel wall. (This is a topic which deserves more 
study, however.) Likewise some of this gas is 
due to fermentation and putrefaction from stag- 
nation. 

(g) Influences of Adrenals. Animals whose 
adrenals have been removed die from symptoms 
closely simulating those of intestinal obstruction. 
The blood chemistry findings are quite similar 
too. Adrenalized dogs are very susceptible to the 
injections of various toxic agents. In dogs dead 
of obstruction the adrenal cortex shows quite 
constant changes. These studies suggest the pos- 
sible value of cortin in the treatment of toxemia 
of obstruction. 

SUPPORTIVE TREATMENT 


The recognition of the type of obstruction, 
and the cause of the preponderating symptoms 
must govern intelligent treatment. The most 
important part of the treatment is early recog- 
nition, because it often prevents the serious cir- 
culatory damage which is so productive of shock 
and toxemia. 

1. Dehydration from loss of H,O and Cl is 
best combatted by intravenous normal saline or 
Ringer’s solution. One must not lose sight of 
the fact that this type of dehydration is due to 





June, | 


loss ¢ 
placit 
a def 
the h 
2. 
are 
ing-P 
creati 
In 8 
no ch 
loss 
joss | 
juice. 
Th 
tende 
ing I 
3. 
Pp. N 
tion, 
hydr: 
Shoe 





ine, 1932 


ers the 
ttening 
uses an 
in time 
estinal 
he im- 
at may 
is un- 
Ta-dis- 
8 of a 
cessive 
nchnic 


ses, 
llowed 
prox- 
stinal 
result 
iltiple 


acting 


of in- 
) nor- 
21 and 
in the 
more 
as is 
stag- 


vhose 
toms 
tion. 
milar 
0 the 
dead 
quite 
pos- 
emia 


tion, 
foms 
nost 
cog- 
cir- 
10¢ck 


1 is 
2 or 
; of 
2 to 





June, 1932 


loss of Cl as well as H,O and that merely re- 
placing the H.O is not sufficient. H,O without 
a definite proportion of NaCl is of no use to 
the human economy. 

9, Alkalosis and Acidosis. High obstructions 
are usually associated with a high CO, combin- 
ing-power of the plasma. When the loss of pan- 
creatic juice is excessive an acidosis can occur. 
In some cases the CO, combining-power shows 
no change, because the tendency to alkalosis from 
loss of gastric juice is counter-balanced by the 
loss of fixed bases contained in the pancreatic 
juice. 

The alkalosis is best met by giving saline. Any 
tendency to acidosis should be met by administer- 
ing Hartman’s solution. 

3. High N. P. N. of the Blood.—A high N. 
P. N., due principally to excessive urea forma- 
tion, occurs from various causes, namely 1, De- 
hydration. %. Impaired kidney function. 3. 
Shock. 4, Toxemia. 

The high N. P. N. which occurs from de- 
hydration is lowered by normal saline. That 
which results from impaired kidney excretion is 
improved by the diuretic effect of glucose and by 
improving the splanchnic circulation. The high 
N. P. N. of shock and toxemia can be lowered 
by proper supportive and surgical treatment of 
these conditions. 

4, Excessive Splanchnic Nerve Irritation. 
The so-called paralytic ileus that results from 
excessive splanchnic irritation is best treated by 
the liberal use of 20 to 50 c.c. of 20% hypertonic 
saline. Ivy and his co-workers have shown that 


the only chemical so far studied that will in- 


crease propulsive motility in a gut that has 
subnormal motility, is hypertonic saline. Such 
drugs as eserine, pituitrin, morphine and pilo- 
carpine induce certain intestinal contractions, 
but they do not stimulate propulsive movements 
in a gut that has lost the function of propulsive 
motility. 

Hypertonic saline possesses the further ad- 
vantage in that it increases the blood-volume 
tremendously by withdrawing H,O from the 
tissues. 100 c.c. of 15% NaCl can increase the 
blood-volume by 1000 c.c. In the decreased 
blood-volume of shock and toxemia this may be 
a temporary advantage, although the added H,O 
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is likely to escape through the “leaky” capillaries 
of the involved areas. 

Because of its pronounced effect upon intes- 
tinal motility and of withdrawing H,O from the 
tissues, hypertonic saline should not be admin- 
istered in mechanical obstruction until after de- 
compression has been obtained. 

In “paralytic” ileus its administration should 
be accompanied by decompression by means of 
duodenal intubation or by jejunostomy. 

5. Suppression of Kidney Function, Normal 
saline and glucose are particularly valuable. 
(Glucose should always be given with saline, be- 
cause the former inhibits intestinal motility, 
while the latter stimulates it.) 

6. Improving the Splanchnic Circulation. 

Relief of the increased intra-intestinal pressure 
by decompression is most important. Fluids 
such as saline and dextrose are of value in im- 
proving the splanchnic circulation, but we must 
not lose sight of the effect that these solutions 
have of increasing intestinal secretion. For that 
reason the administration of large amounts of 
fluids should be accompanied or followed by 
surgical measures to lower the intra-intestinal 
pressure. 

%. Improving Liver Function. A liver well 
filled with glycogen is better able to detoxify 
than one that has been depleted of its glycogen. 
This is another indication for the use of glucose 
intra-venously. 

8. Maintenance of Basal Heat-Production. 

The starvation symptoms are best met by 
glucose because it saves the proteins from de- 
struction. In delayed cases as much as 75 gms 
must be administered every two hours to supply 
the necessary calories (1680) required to main- 
tain basal heat-production. 

9. Diminished Blood-Volume of Shock and 
Toxemia. 

The dehydration, splanchnic engorgement and 
local loss of blood and plasma, produce a deficit 
in the general circulation, which are best met by 
blood-transfusion or 7% acacia in normal saline 
intra-venously. The transfused blood replaces 
some of the lost colloids (plasma proteins) which 
are so essential in maintaining osmotic pressure 
within the capillaries. 





SURGICAL TREATMENT 

1. Decompression by removal of obstruction. 
When this can be done without aggravating the 
symptoms of shock and toxemia it should be the 
method of choice. However if much manipula- 
tion of the gut is necessary one had better leave 
the obstruction alone and do instead a decom- 
pression enterostomy high up. 

2. Decompression Enterostomy. In a pre- 
vious paragraph we mentioned the fact that 
proximal to the obstruction only gas collects and 
that the fluids collect higher up, hence in order 
to obtain proper decompression one should do a 
high enterostomy. There are other reasons for 
performing a high enterostomy, namely (a) 
slow decompression is more likely to occur with 
a high enterostomy and is more desirable than a 
sudden relief of pressure. It is a clinical fact 
that sudden release of pressure is sometimes fol- 
lowed by a marked aggravation of symptoms. (b) 
An enterostomy performed in a “paralyzed,” dis- 
tended loop often produces decompression of that 
particular loop and no more. 

In order to obtain the most efficient decom- 
pression from high enterostomy, we recommend 
the introduction of a soft tube for a considerable 
distance without manipulating the gut. To fur- 
ther enhance the decompression effect we recom- 
mend the use of suction by means of an electric 
pump,’ such as we have described for the use 
of jejunal alimention, and the liberal use of 
hypertonic saline to increase the intestinal tone 
and propulsive motility. 


38. Treatment of Gas-Traps. The multiple 


gas-traps, each acting as an individual obstruc- . 


tion, which are occasionally encountered, can be 
treated by a careful puncture with a fine hypo 
needle. Each trap is to be punctured with a 
fresh needle. In order to avoid leakage a purse- 
string or mattress stitch of fine silk is to be in- 
troduced before each puncture is made, and to be 
tied while the needle is being withdrawn. 

4, Ezteriorization of Gut. If we accept the 
clinical and experimental fact that absorption of 
toxins occurs through the bowel wall and thence 
into the peritoneal lymph-spaces, then one must 
exteriorize any badly damaged loop, particularly 
a strangulated loop, in preference to such a sur- 





1. Treatment of Certain Cases of Duodenal Ulcer by Je- 
junostomy, American Journal of Surgery, January, 1982. 
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gical procedure as resection and anastomosis, |} 
is a clinical fact that most resections for this 
serious condition result in fatalities. The shock, 
dangers of peritonitis from leakage, and the tem. 
porary obstruction at the site of the anastomosis 
are factors that weigh heavily against resection, 

In order to avoid leakage of highly infective 
contents into the peritoneal cavity after the ex. 
teriorized gut has been removed by a cautery, 
we suggest that the clamp which was applied to 
the exteriorized gut, be left attached for at least 
12 hours, or until sufficient adhesions have 
formed between the parietal peritoneum and the 
gut. Thus a strangulated obstruction is tem- 
porarily converted into a simple obstruction. 
This simple type of obstruction is treated by a 
high decompression-enterostomy immediately 
after exteriorization is done. 

5. Conservation of Intestinal Juices that Or- 
dinarily Escape from a High Enterostomy. 

The loss of pancreatic juice for a number of 
days is attended by serious symptoms and death, 
hence the greatest objection to a high enter- 
ostomy in the past has been the loss of this 
juice. In order to conserve this secretion one 
must make provision to temporarily reestablish 
the intestinal current by doing an enterostomy 
of the collapsed gut below the obstruction at the 
time of the performance of a high enterostomy. 
In cases of exteriorization for gangrene this is 
already accomplished and the contents from the 
proximal limb of the gut that had been exterior- 
ized can be introduced into the distal limb by 
means of a syringe, as recommended by Wilkie 
or by means of a small curved glass tube, as 
recommended by us. The continuity of the in- 
testinal tract is thus temporarily re-established. 

In cases of simple obstruction, the collapsed 
bowel can be sewed into the lower end of the 
laparatomy wound through which the decompres- 
sion enterostomy had been made and it is opened 
in a few days by means of a trocar. A small 
rubber tube is introduced through the cannula. 
The contents from the decompression - enter- 
ostomy can then be introduced into the collapsed 
gut by means of the electric pump or by means 
of a syringe. 

SPINAL ANESTHESIA IS THE ANESTHESIA OF 

CHOICE 


That spinal anesthesia permits of greater re- 
laxation than ether, ethylene or nitrous-oxide is 
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accepted by everyone. Its greatest drawback 
gems to be the possibility of a drop in blood- 
pressure which can occur, but which can to a 
considerable degree be avoided, by the preopera- 
tive intra-muscular injections of fairly large 
doses of ephedrine. 

The intra-venous injections of glucose and 
saline which are usually administered just before 
or during laparotomy for ileus are also valuable 
in maintaining the blood-pressure. Trendelen- 
burg position and O-CO, inhalations are likewise 
valuable. 

It is interesting to note that the drop in blood- 
pressure which occurs with spinal anesthesia but 
which can be avoided, is due to vasodilatation of 
the smaller vessels, especially of the skin and of 
the splanchnic area. This drop in blood-pres- 
sure is not associated with any appreciable early 
diminution of blood-volume or cardiac output as 
occurs in shock and toxemia. (Burch and Harri- 
son) 

Spinal anesthesia because it paralyzes the in- 
hibitory or splanchnic nerves, permits of pre- 
ponderance of the excitatory vagus action, with 
the result that the intestinal gradient is mark- 
edly accentuated. Ether on the contrary flattens 
or reverses the intestinal gradient. Patients suf- 
fering from shock or toxemia react poorly to 
ether anesthesia. The inhalation of ether as 
well as the retching and vomiting that occur 
during the recovery from this anesthetic are 
often attended by a not inconsiderable amount 
of air-swallowing. 

Spinal anesthesia because of its effect upon in- 
testinal motility has been recommended as a 
therapeutic measure in adynamic ileus. Lven 
though it is effective, its action is brief. Since 
the advent of hypertonic saline few surgeons 
have felt the need of this procedure as a thera- 
peutic measure. 

Indications for Local Anesthesia. A low blood- 
pressure, the result of severe shock or intoxication 
definitely contra-indicates the use of any anes- 
thetic excepting local infiltration and abdominal 
block-anesthesia. The condition of this patient 

would not permit of anything more being done 
than a hurried enterostomy. 
SUMMARY 

1. Three important factors enter into the 

production of symptoms in intestinal obstruc- 
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tions; (a) Disturbances of chemical equilibrium 
from loss of H,O, electrolytes and bases, (b) 
Deficit in general circulation from splanchnic 
hyperemia and stasis, accentuated by local loss 
of blood constituents, particularly plasma, (c) 
Some nervous factor due to distention of gut, 
(d) Transperitoneal absorption of toxins. 

2. Since the factors (b), (c) and (d) are 
due, with the exception of strangulation, to a 
gradually increasing intra-intestinal pressure, it 
behooves us to make an early diagnosis in order 
to avoid the consequences of serious damage to 
the splanchnic circulation. 

3. A drop in diastolic pressure is the first 
indication that a diminution in venous blood- 
volume return is occurring. Hence, the im- 
portance of taking frequent blood-pressure read- 
ings in ileus cases. 

4, The mechanism whereby increasing intra- 
intestinal pressure produces a definite chain of 
symptoms, depending upon the degree of pres- 
sure, length and location of the obstruction, and 
state of circulation, is to be recognized. 

5. In the supportive treatment, normal saline 
is of great importance to supply the lost H,O 
and Cl, whereas glucose is of great benefit to sup- 
ply easily available energy in the delayed cases 
as well as to enhance the detoxifying function of 
the liver, by keeping it well filled with glycogen. 
Glucose solutions should never be given without 
saline in ileus cases, because glucose definitely 
inhibits intestinal motility. 

%. Since adynamic ileus is due to excessive 
inhibition from splanchnic nerve irritation (usu- 
ally from local peritonitis) one must overcome 
this loss of motility by administering 20 to 50 
c.c. of 20% NaCl intravenously. Hypertonic 
saline has little effect upon normal propulsive 
motility, but it increases the subnormal propul- 
sive motility as it exists in adynamic ileus, most 
markedly. It improves the splanchnic circula- 
tion and thus favors the diffusion of gases into 
the venous radicles of the portal system. A less- 
ening of distention further favors the return of 
tone to the stretched, intestinal muscle. 

%. The deficit in the peripheral circulation or 
so-called shock-syndrome is best treated by blood- 
transfusion. The condition of “leaky” capil- 
laries that exists in. the splanchnic circulation, 
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permitting the escape of plasma proteins into the 
tissues, is due to venous stasis from the increased 
intra-intestinal pressure. 

8. Since the absorption of toxins is a com- 
paratively late condition (except in strangula- 
tion) early diagnosis constitutes the most im- 
portant part of the treatment of all forms of 


ileus. 

9. The gas that collects immediately prox- 
imal to an obstruction is probably a most im- 
portant factor in producing the local circulatory 
damage and its deleterious effects. The intes- 
tinal fluids that collect to excess higher up also 
increase the intra-intestinal pressure. The effect 
which the administration of large amounts of 
fluids such as saline and glucose have on increas- 
ing the intestinal secretion are to be borne in 
mind and decompression should be done concur- 
rently or should immediately follow their intro- 
duction. 

10. The value of exteriorization is stressed 
in cases of a seriously damaged loop. 

11. The value of high enterostomy is likewise 
stressed. Conservation of the digestive juices 
that escape from high enterostomies must be 
obtained by making provisions to re-introduce 
these juices into the collapsed bowel below. 

12. A method of treating multiple gas-traps 
is recommended. 

13. Every operation performed for the re- 
moval of an obstruction must include the post- 
operative treatment of the paralytic ileus that so 
frequently results. This is accomplished by the 
intra-venous administration of hypertonic saline. 

Hypertonic saline is never to be administered 
in cases of mechanical obstruction until after de- 
compression has been started. 

14. Spinal anesthesia, despite its one undesir- 
able feature, which however can ordinarily be 
controlled, possesses so many advantages over 
ether, that it is the anesthetic of choice. The 
fall in blood-pressure which occurs with spinal 
anesthesia, but which can usually be prevented, 
is due not to an early diminution in blood-vol- 
ume with decreased cardiac output but to a 
vaso-dilatation of the vessels in the skin and 
splanchnic area, the amount of vaso-dilatation 
depending upon the height to which the paralysis 
of the white rami had extended. 

425 East Wisconsin Ave. 
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APPENDICITIS AND POLIOMYELITIs* 
Marcus H. Hopsart, M. D., F. A. C. §. 


Assistant Professor Surgery, Northwestern University Medical 
School 
Attending Staff, Cook County Hospital, Chicago, Evanston 
Hospital, Evanston 


CHICAGO 

Report of case: 

W. G. C., 92259, Evanston Hospital, boy, aged 
10 years, October 16, 1931, returned from school 
at noon because of sudden onset of headache, 
rather severe, nausea and vomiting. His bowels 
moved once that day. Upon reaching home he 
told his mother that every time he vomited it 
caused pain in his right lower abdomen. 

At 3:00 P. M. his abdomen showed on the right side 
over the cecal area slight tenderness and resistance to 
pressure; temperature 99.6 F., white blood count 18,600, 
The neck was not rigid, Kernig’s and Brudzinski’s signs 
were negative, reflexes normal. He did not appear very 
acutely ill. 

At 4:00 P. M. the count was 20,400 and at 8:00 P. M. 
he was taken to the Evanston Hospital with another 
count of 18,600. At that time his chart showed a tem- 
perature of 100; pulse 82; respiration 20. At 9:00 
P. M. he still complained of a headache, and still had 
nausea with occasional vomiting. The essential findings 
were: eyes, slightly painful (part of headache) ; throat, 
not reddened; neck, no pain on palpation of muscles; 
chin could be flexed onto chest without resistance or 
discomfort. Heart and iungs, normal. Abdomen: 
slight muscle defense on right side, and a tender spot 
below and medial to McBurney’s point. 

Spine: No rigidity of back which flexes without 
pain; tendon reflexes present and normal; abdominal 
reflexes present, but hard to elicit; cremasteric reflexes 
“variable.” At this time a tentative diagnosis of appen- 
dicitis was made, but upon consultation it was decided 
that because of the severe headache chiefly and the not 
typical picture of appendicitis it would be advisable to 
delay an operation until the next morning with the 
hope of obtaining more evidence. 

At 11:00 P. M. the blood count was 19,000 and also 
at 2:30 A. M. when the interne said that the child was 
still awake and restless, complaining of severe head- 
ache which was not relieved by aspirin, nor by hot or 
cald compresses. 

There were backache and stiffness in neck on at- 
tempted flexion, and complaint of simultaneous back 
pain. The abdomen still showed slight muscle defense 
and tenderness in right lower quadrant; reflexes nor- 
mal. Therefore, at 3:00 A. M. a spinal puncture was 
done by the boy’s father, a doctor, which yielded clear 
fluid, questionably under slight pressure, and shoved 
five cells per cu. mm.; Pandy test negative. 

Soon afterward the boy went to sleep. He was awak- 
ened once suddenly by nausea which passed off quickly. 


*Presented at Staff Conference of Evanston Hospital, No 
vember, 1931. 
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The next morning, October 17, 1931, he felt better and 
had only a slight headache on moving. The urine speci- 
men was negative and leucocytosis 11,750 at 7:30 A. M, 
There was no more vomiting; liquids were tolerated. 

At 4:30 P. M. the temperature was 99.06 F. Resp. 18. 
Dr. Aldrich’s examination was negative except for ab- 
sent cremasteric and abdominal reflexes. “I can find 
no abdominal tenderness or rigidity and his neck is cer- 
tainly not rigid. Reflexes of extremities and face mus- 
cular responses normal, w. b. c. 12,500. I believe he 
should not have any more spinal punctures at present.” 
The patient went on to a quick recovery. At 6:00 
P. M., w. b. c. 9,800. A light supper caused no distress. 
He had no complaints and slept well all night. 

October 18, 1931, he had some slight pain in head 
when he shook it vigorously; w. b. c. 8000. He left 
the hospital at 3:00 P. M. in a wheel chair. Since that 
time the abdominal and cremasteric reflexes have re- 
mained absent and there has been slight afternoon 
fever. He is now in good condition and one cremasteric 
reflex is normal, 

J. D., 86616. The only other case on record in 
Evanston Hospital of the association of appendicitis 
and poliomyelitis was in a boy, three years old who on 
November 18, 1930, entered the hospital with a typical 
case of anterior poliomyelitis with flaccid paralysis of 
most of the muscles of his left arm, forearm and hand, 
and of his right leg. This condition followed a sore 
throat, slight fever, abdominal distress of November 12, 
1930, and a higher fever, 102 degrees F., nervousness, 
irritability, abdominal distress, occasional headaches, on 
November 17, 1930. White blood count, November 18, 
1930, was 22,450, 79% being polymorphonuclear leuco- 
cytes. No record of a spinal puncture was found. The 
fever continued to rise daily to 100 degrees, and on De- 
cember 11, 1930, with a probable hypostatic pneumonia 
with rales and bronchial breathing, it rose to 101 de- 
grees F, The child began to complain of pain in 
stomach during night with vomiting in morning of De- 
cember 2, 1930, marked tenderness over. entire right 
rectus which extended up over ribs, and slight rigidity ; 
w. b. c., 61,000. 

The tenderness and rigidity continued with vomit- 
ing several times. At 4:00 P. M. the w. b. c. was 
33,000 and he was operated upon for acute appendicitis. 
A retrocecal appendix, lateral to the cecum at level of 
umbilicus, was found, kinked upon itself and plastered 
down tight with very firm adhesions. 

Pathological diagnosis: Acute phlegmonous appen- 
dicitis, 

After going on to ileus, later abdominal abscess 
and intestinal obstruction all requiring operations, the 
child finally made an eventful recovery, leaving the 
hospital January 7, 1931, in a wheel chair with the 
wound nearly healed. His paralysis was still present. 


To the laity, or to one not familiar with both 
conditions, the confusion of, or even association 
of, appendicitis with anterior poliomyelitis would 


seem at least far fetched. Upon second thought 
the reaction would perhaps be in the other direc- 
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tion. In fact when this subject was mentioned 
to a prominent pediatrician his reply was “You 
will find, no doubt, plenty of literature upon the 
subject.” As a matter of fact only two papers 
could be found in the literature in which the two 
conditions were associated, and both of them were 
German. 

J. Dubs? in 1921, in reporting a case which 
was diagnosed poliomyelitis following operation 
for acute appendicitis, mentioned that prodromal 
symptoms of acute epidemic poliomyelitis which 
make it easily possible to confuse the condition 
with acute appendicitis have apparently not been 
recognized, or at least have not been noticed in 
the literature on the subject up to the date of 
writing (1921). He reports three cases: The 
first was one admitted to the hospital as typical 
acute appendicitis and operated on by himself 
under this diagnosis. Several days after the case 
was transferred to the medical service as acute 
epidemic poliomyelitis. 

Case report: Girl, 21 years. Onset, general malaise, 
exhaustion, chills, loss of appetite. Vomited once. 
Sweating. Temperature in the evening, 39 degrees C. 
Next morning same symptoms. Vomiting. Slight pain 
in abdomen, towards evening more severe. Rigidity 
and sensitivity in ileocecal region. Had been con- 
stipated for two days. Operation for acute appendicitis 
advised. Admitted to hospital. On admittance patient 
looked tired and ill. Cheeks inflamed. Tongue coated. 
No pain on swallowing. No redness or coating in 
throat. Percussion and auscultation-lungs and heart 
normal. No dullness or bronchial breathing. 

Abdomen rigid as board. Spontaneous and pressure 
pain particularly noticeable in right hypochondrium. 
Marked pain in ileocecal region. Rovsing negative. 
No dullness evident. Rectal examination: Douglas sen- 
sitive, no resistance to be found. Diagnosis: acute per- 
forative appendicitis. Operation. (Roth-Drager anes- 
thesia, iodin-alcohol disinfection, Iennander incision.) 
On opening of peritoneum nothing remarkable to be 
seen, Appendix easily removed, long free, not kinked, 
not adherent, quite normal. Cecum unaltered, no red- 
ness, etc. (No further abnormalities mentioned.) Typ- 
ical appendectomy. 

Three days later patient could not move arms or 
legs. Flaccid paralysis of extremities; all reflexes ab- 
sent. Diagnosis: polimyelitis ant. acuta. Two days 
later rigidity of neck, difficult breathing, cyanosis, dysp- 
nea. Appendectomy scar healed. No rigidity or sen- 
sitivity. Two days later temperature normal. 

The second case reported was of an 11 year old 
child admitted as acute appendicitis in early stage. 
Appendectomy, followed by gradual loss of ability to 
move feet and legs. Week later normal motion re- 


turned. 
The third case is quoted to show that prodromal 
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symptoms of poliomyelitis are frequently clinically con- 
fused with acute appendicitis. 

F. Oster? reported a typical case of poliomye- 
litis complicated with acute appendicitis. 

In looking over the records of Evanston Hos- 
pital only one other case was found where the 
two were associated. (Case report, as above.) 

Notwithstanding this dearth of literature 
which possibly may be accounted for by the phy- 
sician’s unwillingness to expose a mistaken diag- 
nosis, there must be many times when the symp- 
toms are misleading. Upon two occasions the 
author has been called to see patients with nau- 
sea, vomiting, abdominal distress and a history of 
slight fever, because the parents feared appen- 
dicitis, in which the diagnosis of infantile 
paralysis could be made. 

In differentiating between the two diseases cer- 
tain important findings should be sought. In 
appendicitis pain, abdominal pain and distress, 
is the most constant and important symptom. 
Abdominal tenderness and rigidity are secondary 
to the pain and if present are important. Nausea 
and vomiting once or twice and a slight fever, 99 
degrees to 100 degrees, are more typical of appen- 
dicitis, together with a moderate, but definite in- 
crease in leucocytes. Constipation, and right 
sided tenderness on rectal examination are fur- 
ther aids. With all these symptoms present and 
no others, no one could be blamed for diagnosing 
and operating for appendicitis. 

In early acute poliomyelitis the outstanding 
features are headache and stiffness of the neck 
and resistance to anterior flexion of the neck, 
together with, or replaced by, headache, and pain 
in back on bending forward. Adding to these 
findings pain in the limbs on motion, tremor and 
characteristic spinal fluid findings, we can agree 
with Ayer*® that “there is certainly little excuse 
for missing cases, and in epidemic times it seems 
hardly justifiable that a preparalytic case should 
ever be mistaken.” 

But, as is true with most conditions in medi- 
cine, the picture is likely to be garbled. We get 
cases of appendicitis without pain, fever, or ten- 
derness, and poliomyelitic paralysis makes its ap- 
pearance without meningeal signs, backache or 
changes in the spinal fluid. Fortunately such 
obscure cases are rare, and, as a rule, with care 
the diagnosis should be made. Many failures to 
make a diagnosis are due to careless or incom- 
plete examination. As soon as either condition 
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is suspected, every means should be taken to 
arrive at the solution, since in either case delay 
in treatment may be disastrous. It is perhaps, 
less dangerous to operate for suspected appendi- 
citis upon an infantile paralysis patient than to 
allow a gangrenous appendix to rupture. Those 
who believe in the efficacy of the serums to pre- 
vent paralysis in anterior poliomyelitis almost 
unanimously urge the advantage of early admin- 
istration. However, in either instance, if the 
symptoms are indefinite, one would be justified 
perhaps in waiting twenty-four hours before do- 
ing anything radical. Dr. Joseph Brénnemann 
says* that he has seldom seen a case of first attack 
of appendicitis in children where it did any harm 
to wait a day to make sure of the diagnosis before 
operating. In poliomyelitis the paralysis does 
not make its appearance as a rule until 48 hours 
(2 to 4 days) after the first symptoms. It would 
therefore seem advisable to allow a reasonable 
time for making a diagnosis. Often the symp- 
toms will make their proper appearance and re- 
lieve the situation. 

The other point to remember is that the two 
pathological processes may be present at the same 
time, or may follow each other as in the two cases 
reported of appendicitis developing in the course 
of a frank poliomyelitis. If either condition is 
not running a typical course, complications or 
concurrent lesions should be searched for. Of 
course, the presence of one does not exclude the 
other. These patients demand close observation 
until the diagnosis is made and the treatment 
decided upon. 

The surgeon is primarily interested in seeing 
that an appendicitis is treated promptly, which 
means appendectomy as a rule. He should cer- 
tainly be as much concerned with seeing that an 
unnecessary operation is not done. The pedi- 
atrician or diagnostician will have the diagnosis 
made probably before consulting the surgeon, but 
to the surgeon after all belongs the responsibility 
of deciding whether or not to operate and when. 
Carl B. Davis® has said that he spends much of 
his time refusing to operate upon patients. The 
surgeon must be the last word, the obstructionist. 
It is a difficult situation, and one which demands 
much experience, tact and judgment. 

Summary and Conclusion : 

1. The early symptoms of appendicitis and 
poliomyelitis may be similar enough to cause 
confusion in the diagnosis. 
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9, In such a case it is justifiable to delay for 
94 hours in order to make the diagnosis more 
certain. 

3, As soon as possible treatment should be 
instituted in either case to prevent serious con- 


sequences. 
4, A case leading to such confusion is de- 


scribed. 

5. Only two articles, both German, reporting 
four cases of the confusion or association of the 
two conditions could be found in the literature. 

180 North Michigan Ave. 
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AGRANULOCYTIC ANGINA—A CASE RE- 
PORT OF RECOVERY FOLLOWING 
TREATMENT BY INTRAVENOUS 
INJECTION OF LIVER 
EXTRACT* 
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Murphy, Monroe, and Fitz' observed that the 
oral administration of liver in pernicious anemia 
was followed by an increase in the leucocytes co- 
incidental with the rise in the red cells. Recently 
Connery and Goldwater? noted that three out of 
four cases of pernicious anemia treated by mas- 
sive oral administration of liver extract showed 
a definite increase in the white cells and granulo- 
cytes, one of the three from a white count of less 
than 2,000 to one of 32,000. 

The feeding of liver extract has been used as a 
therapeutic measure in agranulocytosis. One of 
the three cases of recovery reported by Reznikoff* 
following the intravenous administration of pur- 
ine salts had received liver extract (Lilly 343) as 
& supplementary measure. Taussig and Schnoe- 
belen* in their report of treatment by irradiation 
of the long bones, record the feeding of liver or 
liver extract in three of the four protocols sub- 
mitted, and in the remaining one, the feeding of 


“From the medical service of the Hospital of St. Anthony 
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desiccated hog stomach. The dosages are not 
specified, but it is noteworthy that in the recov- 
ered cases they are qualified as “large.” Har- 
kins used the feeding of liver extract (Lilly 343) 
in doses of two to four ampules a day, as the ma- 
jor therapeutic measure in two of his eight re- 
ported cases. These two were classified as true 
agranulocytic angina and were included in his 
four recoveries. I have been unable to find any 
report of the treatment of agranulocytosis by the 
intravenous administration of liver extract. 

Case 1. S. R., an Italian married woman, aged 43, 
was seen by me on Nov. 30, 1931, complaining of fever 
of 103 degrees and sore throat. She had had cholera 
in Italy in 1911 and an appendectomy without drain- 
age in 1914. There was no history or manifestation 
of allergy. A small whitish exudate was present on 
the left tonsil, which was moderately inflamed. The 
patient complained of a severe headache, intense pain 
in the throat, and seemed disproportionately ill. A 
routine culture was negative for diphtheria. 

Under local treatment and nursing care, gradual im- 
provement occurred. On Dec. 3 the temperature was 
100 degrees and the patient very much better, but it 
was then noted that a small area of necrosis was being 
demarcated in the left tonsil. The following morning 
a sharp rise in temperature to 103.5 degrees occurred 
with exacerbation of all symptoms and the patient was 
removed to the hospital. 

The slough had separated, leaving a cavity with a 
sharp, punched-out margin; a fresh exudate was formed 
and the surrounding tissues were a bright red, though 
not greatly swollen. There was no cervical adenopathy. 
Smears and cultures showed only coccus forms. The 
blood count on entrance was 2,200 white cells; 64 per 
cent. small lymphocytes, 22 per cent. large mononu- 
clears, and 14 per cent. degenerated forms of polymor- 
phonuclear neutrophils. 

The subsequent course is recorded in the accompany- 
ing chart. The patient appeared gravely ill and re- 
mained so until Dec. 12. The husband’s blood was 
matched for cross agglutination; 30 c.c. of the whole 
blood, not citrated, was given intravenously Dec. 4; 
30 c.c. was injected into the buttocks on each of the 
five subsequent days. A severe chill and sharp tem- 
perature rise occurred thirty minutes after the intra- 
venous injection. 

Beginning on Dec. 5 the contents of one ampule of 
solution of liver extract (‘Lederle) was injected intra- 
venously for each of seven consecutive days. It was 
diluted with sterile freshly distilled water to a total 
volume of 15 c.c. and injected at the rate of 3 c.c. per 
ninute. A violent chill lasting fifteen to thirty min- 
utes occurred one-half an hour after each injection 
followed by a steep temperature rise as indicated by 
the chart. Local measures consisted of sodium per- 
borate application to the area of necrosis and hot 
moist packs to the throat. 

The blood smears of the first three days of hospital 
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residence contained no normal polymorphonuclear neu- 
crophils; the cells took the stain poorly and lacked 
normal segmentation. The counts of the subsequent 
five days showed a gradual return to normal morphol- 
ogy and staining characteristics before the sharp nu- 
merical rise. Myelocytes were not found in any smear. 
Erythrocyte counts were as follows: Dec. 4, 4,350,000; 
Dec. 12, 4,600,000; Dec. 30, 4,160,000;; Jan. 12, 4,200,- 
000. Hemoglobin estimations were approximately 
80% throughout. Stains made by the brilliant cresyl 
blue technique showed no reticulocytes on Dec. 12 and 
15. The platelet count on Dec. 14 was 366,000. 

On Dec. 12 the local and systemic symptoms mark- 
edly improved, paralleling the granulocyte rise. The 
whole upper pole of the left tonsil had sloughed out, 
leaving a cavity which would admit the finger-tip. 
This completely healed, the patient continued to im- 
prove, was discharged from the hospital Dec. 31, and 
is apparently in good health at present. 

The peak of the total white and granulocyte count 
was reached ten days after the discontinuance of the 
liver extract and eight days after the subsidence of 
fever. No further liver extract, oral or parenteral, has 
heen given. 

Later counts than those recorded in the chart are 
as follows: on March 7 while suffering from a mild 
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pharyngitis and tracheitis there were 5,750 white cells 
with 45% polymorphonuclear neutrophils; on March 
14, after recovery under simple therapeutic measures, 
the white cell count was 8,200 with 58% neutrophils, 


COMMENT 


This case has all the characteristics of a true 
agranulocytic angina according to the criteria es. 
tablished by Schultz*: an acute onset with an 
ulceronecrotic throat lesion in a middle-aged 
woman, a marked leucopenia and granulocyto- 
penia, together with an approximately normal 
red cell count and hemoglobin peréeritage. 

Obviously my experience with this single case 
cannot be conclusive. Although the distinctive 
treatment employed was the intravenous injection 
of liver extract, it may be objected that the re- 
covery was due to the injections of whole blood, 
to some non-specific effect of the nitrogenous con- 
tent of the liver extract, or was purely spontan- 
eous. 

A spontaneous recovery cannot be ruled out, 
but it is to be remembered that Harkins® col- 
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Solid line: temperature. Broken line: leucocytes. 
Dot-dash line: granulocytes. 


A: solution of liver extract, 5 c.c., injected intra- 





















































venously. 


B: whole blood, 30 c.c., injected intravenously. 
C: whole blood, 30 c.c., injected intramuscularly. 
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lected 150 cases from a review of the literature 
with an approximate reported mortality of 82 per 
cent. Evidently spontaneous recovery is not the 
major probability. Furthermore this patient 
after a preliminary improvement and while still 
under excellent nursing care relapsed into a more 
severe exacerbation before the liver injections 
were begun. 

In contrast to the massive transfusions often 
given in this disease, the amount of blood injected 
in this case was negligible and the blood injec- 
tions were discontinued on Dec. 9, before any de- 
cisive cell recovery was noted. 

A non-specific effect of the nitrogenous content 
of the liver extract must be considered. Clark’ 
states that the extract is free of all but a trace of 
protein, peptone, and proteose, and that, in un- 
published work, he and co-workers have found it 
very difficult, by the injection of the solution of 
liver extract, to induce anaphylactic hypersensi- 
tiveness in guinea-pigs either to the simple 
aqueous extract of liver or to the purified extract 
itself, indicating a very low content of antigen in 
the preparation. He also states that they have 
recently been able to isolate from their purified 
extract hypoxanthine which is apparently united 
toa pentose group. The presence of this purine 
compound is of interest when one notes the re- 
semblance of the leucocytic curve in this case to 
the charts of Jackson, Parker, Rinehart, and 
Taylor* in their report of treatment of agranulo- 
cytosis with pentose nucleotides. 

The considerable evidence that liver extract 
contains some substance which stimulates leuco- 
cyte and granulocyte formation and the growing 
viewpoint that agranulocytosis may depend fun- 
damentally on a defect in bone marrow makes the 
use of liver extract a rational therapeutic experi- 
ment in a disease of such uncertain treatment 
and high mortality. Its distinctive employment 
by the more rapid and intensive intravenous route 
with the sequel of recovery is the justification of 
this report of a single case. 

CONCLUSION 

A case of agranulocytic angina conforming to 
the Schultz criteria is reported. Recovery fol- 
lowed treatment by intravenous injection of so- 
lution of liver extract. 

4458 W. Madison St. 
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CLINICAL SIGNIFICANCE OF ANOMA- 
LIES OF THE UPPER URINARY 
TRACT* 


ViNcENT J. O’Conor, M. D. 
CHICAGO 


The most complete, and yet most simple, 
classification of renal anomalies is that of Papin 
and Eisendrath! which is tabulated as follows: 

1. Anomalies of number 

(a) Solitary kidney 
(b) Supernumerary kidney 
2. Anomalies of volume 
(a) Hypoplasia 
(b) Hyperplasia 
3. Anomalies of form 
Short, long or lobulated kidneys 
4, Anomalies of location 
(a) Simple or ordinary unilateral ectopia 
(b) Simple or ordinary bilateral ectopia 
(c) Crossed ectopia with or without fusion of 
the two halves 
5. Median fusion 
(a) Horse-shoe kidney 
(b) L-shaped kidney 
(c) Cake kidney 
(d) Sigmoid kidney 

6. Anomalies of rotation 
(a) Faulty 
(b) Excessive rotation 

7. Reduplication of Pelves and Ureters 
Anomalies of pelvis other than reduplication 

9, Anomalies of Vessels 

(a) Arteries 
(b) Veins 

Solitary Kidney. By this is meant the presence 
in the body of only one kidney having but a 
single pelvis and ureter. Various combinations 


are encountered. 

(a) Complete absence of kidney, ureter and 
ureteric orifice on one side. 

(b) Same as (a) except the ureter ends at 
opposite side of bladder. 

(c) Complete absence of kidney but a rudi- 


*Presented with illustrations at the meeting of the North 
Shore Branch of Chicago Medical Society, April 5, 1932. 
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mentary short ureter ends in normally placed 
and developed ureteral orifice. 

According to Motzfeld? this anomaly was 
found ten times in ten thousand autopsies, i. e., 
one in a thousand. Anders places the incidence 
of solitary kidney at one in every 1,800 persons. 
Lowsley® states that in 4,215 examinations he 
discovered a complete absence ofthe kidney only 
twice. While Eisendrath states that there are 
only 400 instances reported in the literature the 
clinical recognition of this condition is becom- 
ing more and more commonplace, and the cases 
are not now considered unusual enough to report. 
In my own experience I have encountered the 
anomaly four times during the past ten years. 
Twice the complete absence was verified by opera- 
tion and twice by repeated urological examina- 
tions including intravenous urography. 

The clinical features of congenital solitary 
kidney embrace the fact that it is prone to patho- 
logic processes such as nephritis, stone, etc., and 
the recognition of the absence of the usual mate 
becomes a matter of serious responsibility to the 
surgeon. With cystoscopy, ureteral catheteriza- 
tion and both retrograde and intravenous urog- 
raphy in the hands of the diagnostician, no 
surgical procedure on the upper urinary tract 
should be attempted without proving the exist- 
ing condition. Additional importance attaches 
itself to this recognition when anuria develops 
from obstruction in the single, functionating 
ureter. Ballowitz stressed the frequency of 
calculi in the solitary kidney. In 42 per cent. 
of Anders’ series the single kidney showed ad- 
vanced lesions of chronic nephritis. 

Supernumerary Kidney. Kuksinskaja‘ states 
that supernumerary kidneys are the most rare 
of all renal anomalies. He found only twelve 
authentic instances in the literature. 
ernumerary kidney is a definite, individual organ, 
usually found normally placed 
kidney. It has distinct renal pelvis, ureter and 
blood vessels. 


The sup- 
beneath the 


The ureter may combine with the 
other ureter of the same side and open either 
into the bladder or into the external genitalia of 
women or into the posterior urethra in men. 
Kretschmer** by adding a second personal ob- 
servation of supernumerary kidney brings the 
otal number of reported cases to thirty. He 
presents a careful tabulation of the salient points 
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connected with each instance of this rare 
anomaly. 

As in the case of other renal anomalies, this 
organ is especially prone to calculus formation 
and infection, owing to inadequate drainage con- 
ditions. 

Hypoplasia (Aplasia) of Kidney. In this con- 
dition there is a congenital lack of development 
of the kidney. The condition as seen clinically 
is usually unilateral since the presence of such 
an anomaly in both kidneys is incompatible with 
life. 

Mackenzie and Hawthorne® have recently re- 
ported six instances of unilateral renal aplasia. 
The aplastic condition was more common on the 
left and in this series all were clinically function- 
less. 

The chief diagnostic signs of hypoplasia are 
marked decrease in function as compared to the 
fully developed organ and characteristic pyelo- 
graphic outline indicating the lack of develop- 
ment. 

Congenital Hypertrophy of kidney is rare ex- 
cept as a compensatory development accompany- 
ing the diminished function or absence of the 
opposite kidney. Thus it may occur in solitary 
kidney or when the other kidney is hypoplastic. 

Anomalies of Form of Kidney. Among the 
more common variations in form that are fre- 
quently seen clinically may be mentioned: 

(a) A long kidney with a broad pedicle. 

(b) A short kidney with a closed hilum. 

(c) A kidney with a large upper half. 

(d) A kidney with a large lower half. 

(e) A kidney with persistent fetal lobulation. 

Anomalies of Location. The kidney on one or 
both sides may be found in an abnormal location 
due to arrested or faulty development. 

(a) Simple or ordinary ectopia: The kidney 
remains on the same side as it occupies in the 
embryo. Bilateral ectopia is rare. As judged 
by a compilation of various groups of autopsy 
studies ordinary ectopia occurs in 1 to every 800 
or 1000 individuals. The kidney occupies a low 
lumbar, iliac or pelvic position. The ureter is 
shortened depending upon the position of the 
kidney and the pelvis is usually on the ventral 
surface. Often there is no pelvis proper, the 
ureter ending directly in the calices. The ectopic 
kidney is invariably deformed in shape and 
markedly decreased in size. The blood supplied 
to these kidneys comes by a short pedicle, one or 
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more arteries leaving the aorta at or above its 
pifureation and occasionally additional accessory 
vessels arising from, or draining into, the iliacs, 
middle sacral, or inferior mesenteric. 

Straeter® collected fifty-nine clinical cases in 
sreview up to 1908. Plummer’ added seventeen 
in 1913. During the past ten years the condition 
has frequently been diagnosed with the aid of the 
opaque ureteral catheter and pyelography. Due 
{9 mechanical injury and faulty drainage these 
kidneys are frequently the site of infection, calcu- 
lous formation and hydronephrosis. In addition, 
an undiseased pelvic ectopic kidney may cause 
trouble during pregnancy and parturition. 

Darner® reports two cases of bilateral ectopic 
kidneys. The kidneys were smaller than normal, 
had persistent fetal lobulation and their shape 
was markedly distorted from pressure of the 
neighboring structures. The vessels were small 
and multiple, arising from the aorta and iliacs 
at a low level. Caulk® reported a case in which 
suspension and fixation of the kidney to the lum- 
bar fascia partly relieved pelvic pain and a con- 
stant desire to urinate. 

(b) Crossed Ectopia or Unilateral Fused 
Kidney. In a case of crossed ectopia both 
kidneys are on the same side of the body. 

Stewart and Lodge’® reviewed 28 cases. They 
found the displaced organ generally lies below 
the normally situated one, its upper pole fused 
with the lower pole of the latter. The ureter 
from the upper pole usually enters the same side 
of the bladder. Usually three or four arteries 
pass to the fused organ. Of these two usually 
supply the upper and two the lower half. One 
or both vessels to the upper part of the kidney 
arise directly from the aorta in or below normal 
position. The vessels for the lower part were 
more irregular arising from the lower part of the 
aorta, at the level of the bifurcation, or from 
the common iliac of the opposite side. 

Lazarus" reported a case of unilateral fused 
kidney in which hemi-nephrectomy for calculous 
pyonephrosis was performed successfully. Kret- 
schmer’* compiled eighty-six reported instances 
of unilateral fusion and states that patients with 
this condition rarely reach old age. In three 
operations for relief of stone and in a much 
larger number fixation operations were per- 
formed. Pain is the most common symptom 


and may be due to pressure of the large renal 
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mass without co-existent lesion of the kidneys. 
The ureteral orifices are normally placed in the 
bladder but both opaque catheters are seen to lead 
to the large mass on one side of the body. In 
the pyelogram the calices often point toward the 
median line. In females the abnormally located 
mass may be a cause of dystocia. 

Surraco*® reported a case which seemed to 
cause pain from pressure on the adjoining struc- 
tures. The reports indicate a larger number of 
males affected than females. The sides are about 
equal. In my own case a large hydronephrosis 
of the left half was successfully removed from a 
man aged twenty-eight years. 

Medium Fusion (Horse-shoe Kidney). When 
the two masses of nephrogenic tissue fuse along 
their medial borders so that one-half extends 
beyond the midline of the body, we speak of the 
resultant anomaly as a horseshoe kidney. Such 
a median fusion is composed of two halves, con- 
nected by a band or bridge of tissue called an 
isthmus. The anomalies termed L. sigmoid and 
cake kidneys, are simply variations of the median 
fusion. 

Botez,* from necropsy studies, gives the fre- 
quency of horseshoe kidney as 1 in 715; Motz- 
feld? as 1 in 500 and Kiister as 1 in 1100. 
Kisendrath, Phifer and Culver reported a series 
of 133 cases collected from the literature up to 
July, 1925. Of these only 19 or 14.2 per cent. 
were diagnosed and confirmed before operation 
or necropsy. With modern methods of diagnosis 
the percentage in which the diagnosis should now 
be made is, and will be, much higher. 

Kretschmer’ reports five ¢ases in which the 
diagnosis was made before operation. 

Dobrotworski*® states that in 560 renal opera- 
tions in Federoff’s clinic during the last twenty 
years there were noted; three cases of renal 
aplasia, one of hypoplasia, five of horseshoe 
kidneys, four of double kidneys and five of 
dystopic kidneys. 

Boss** enumerates the factors in the diagnostic 
determination of the presence of horseshoe kid- 
ney. Frequently the condition is associated with 
defects of the general constitution, such as 
psychic impairment, physical developmental 
anomalies in other organs or a “hypoplastic 
lymphatic development.” Symptoms due to the 
pressure of a broad isthmus on the vertebral. 
column, or upon other organs, may suggest the 
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diagnosis. Inspection and*palpation as a rule 
give little positive information. Occasionally 
tumor and, rarely, stone may be palpated in 
one-half of a horseshoe kidney. In themselves 
cystoscopy and chromocystoscopy are of little 
diagnostic worth, but the introduction of opaque 
catheters and subsequent pyelo-ureterography are 
of the greatest importance. According to Voor- 
hoeve the direct roentgenogram is of value. It 
may demonstrate the following features: A ver- 
tical position of both kidneys, the inner edge 
running parallel to the vertebral column; a 
median displacement of both kidneys; bilateral 
ptosis of both kidneys; immobility of the kid- 
neys in a medio-lateral direction; apparent dis- 
placement of the lower renal pole in relation to 
the spinal column, and visibility of the connect- 
ing isthmus. Seldom are all of these roentgeno- 
graphic features present. By far the best and 
most positive information is revealed by pyelo- 
ureterography. Usually the poles are displaced 
so that the lower lies nearer the vertebral column 
than the upper; the poles of the two kidneys 
tend to converge, usually below. Again the in- 
sertion of the ureter is usually placed at an 
anomalous point, often below and lateral to the 


pelvis. Bilateral pyelography frequently demon- 
strates the relation of one kidney to the other in 
such a way that the connecting bridge is better 


localized for operative attack. Certain features 
noted at operation are worthy of mention: The 
peritoneal fold extends far laterally; the fatty 
capsule of the kidney is poorly developed; the 
renal fossa is shallow; the suprarenals are not 
superimposed on the upper poles; there is marked 
lobulation of the renal surface, and many ad- 
herent vessels are encountered. The site of the 
pelvis is usually on the anterior face of the 
kidney, thus making its approach for pyelotomy 
somewhat easier. The ureter may be flattened 
out over the isthmus. In case the kidney is to 
be saved after division of the isthmus, care 
should be taken that the ureter is freed and its 
proper course maintained by nephropexy. 
Schillings’* reports a case of hemi-nephrec- 
tomy for pyonephrosis in a horseshoe kidney. He 
reviewed the reports of 108 cases of surgically 
treated horseshoe kidney. In only twenty-two 
was the diagnosis made before operation. In 
twenty cases there was no lesion; eighteen showed 
hydronephrosis; eleven, pyonephrosis; twelve, 
tuberculosis; thirty-two, stones; four, neoplasm ; 


June, 1932 


and three, cysts. There were two cases of nephritis 
and two of trauma to the kidney; one case was 
complicated with a fistula and one with a ureteral 
stone. Heminephrectomy was performed in fifty- 
two cases; eight patients died. Palliative opera- 
tions were performed in thirty-seven cases, with 
death in four. 

Haas’® describes an unusual case which showed 
three different types of tumor in the resected 
half of a horseshoe kidney. In this patient the 
sections showed hypernephroma, adenoma, and 
papilloma of the renal pelvis. 

Siedner®® reported a successful ureteral anas- 
tomosis to the opposite renal pelvis in a horse- 
shoe kidney. The resected ureter was irreparably 
stenosed. 

Harbitz,”* from a necropsy study, found calculi 
in 18 horseshoe kidneys. 

Kimbrough” reported a case of carcinoma of 
a horseshoe kidney occurring in a man, aged 35 
years. Hellsten** found eight tumors in 10? 
cases of operative horseshoe kidney. Morley" 
reported a case of papilloma of the renal pelvis 
causing hydronephrosis. Wolff?> reported a case 
of hypernephroma with extensive metastasis, even 
in the opposite renal segment. In most of the 
published reports the cases are unusual in that 
the tumors were always found in the right half 
of the horseshoe mass. 

Pathologic changes are more common in horse- 
shoe kidneys than in normal kidneys. Obstruc- 
tion, infection and stone result from improper 
urinary drainage. The diagnosis should be easily 
made by urography, either through ureteral cath- 
eters or by intravenous injection. Operation 
upon the horseshoe kidney should always be by 
the extraperitoneal route, and one must bear in 
mind that there are many anomalous vessels and 
that the pelvis is almost always on the anterior 
aspect of the mass of renal tissue. 
REDUPLICATION OF RENAL PELVES AND URETERS 

(a) Unilateral Double Kidney (Complete 
Reduplication). In this event there are two 
ureteral orifices on the corresponding side of the 
bladder, two ureters completely separated 
throughout their course and two separate renal 
pelves which rarely communicate. The upper 
ureteral orifice in the bladder always drains the 
lower half of the kidney. The kidney on section 
may show a line of demarcation between the two 
halves or there may be no such separation. 

(b) Bilateral Double Kidney (or Complete 
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Reduplication). This term designates the con- 
dition when the above (a) is bilateral. 

(c) Unilateral Incomplete Reduplication. 
There is a single ureteric orifice but the ureter 
divides at various levels to form separate ureters 
and renal pelves, which enter their respective 
halves of the double kidney. 

(d) Bilateral Incomplete Reduplication. 
This is the least common of these anomalies and 
designates a bilateral condition of (c). 

(e) Double Kidney (Without Ureteral Re- 
duplication.) This condition is found in from 
two to three per cent. of all autopsies and has no 
clinical significance except in relation to the dis- 
tribution of the renal blood vessels. The clinical 
recognition of double kidney with reduplicated 
renal pelves and ureters has been frequent since 
the widespread use of cystoscopic diagnosis. 
Where both ureteral orifices are apparent on the 
one side of the bladder the condition is obvious 
but where the division is higher up uretero- 
pyelography is the only method of demonstrating 
double kidney. 

Eisendrath*® has made a _ comprehensive 
study of this condition. Mertz?’ originally 
called attention to the typical radiographic ap- 
pearance of the upper (cephalic) and lower 
(caudate) pelves and demonstrated that, by with- 
drawing the ureteral catheter into the lower 
ureter before injecting the opaque solution, the 
double ureters and pelves could be clearly out- 
lined. In eighty cases subjected to operation 
the lesions most often found were pyelonephritis, 
caleuli, hydronephrosis and tuberculosis, in the 
order named. 

Alessandri** reported a case in which there 
Was an anomalous orifice in the urethra of one 
of two left ureters and a duplication of the right 
ureter and bilateral double pelves. The patient 
was incontinent of urine since birth. The su- 
perior renal segment on the left was one-third 
the size of the entire kidney, had its own vessels 
and was removed successfully with resultant cure 
of the incontinence. 

Eisendrath®® reported the only instance of suc- 
cessful bilateral heminephrectomy I can find in 
the literature. The number of successful hemi- 
hephrectomies done for disease localized in one- 
half of a double kidney is increasing rapidly 
since our more thorough knowledge of the an- 
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atomy of this condition and the ability to diag- 
nose it accurately before operation. 

During the last ten years with the more uni- 
versal application of cystoscopy and urography, 
renal and ureteral anomalies have been found 
with greater frequency. The cystoscopic exami- 
nation is not complete without a careful search 
for a possible extra-ureteral orifice. If there is 
any suspicion of an anomaly, and double open- 
ings are not found a ureterogram taken with the 
catheter drawn low in the ureteral course will 
not infrequently reveal a second ureteral branch 
leading to a second pelvis. If in primary 
pyelography the pelvis lies low or high, or a 
lower or upper major calyx is absent, the possi- 
bility of duplication of the pelvis or ureter should 
be considered. Failure to observe this technique 


has lead to diagnoses of renal tumor, etc. from 
the bizarre outline of the single pelvis of a really 
normal double kidney. , 
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SURGICAL ANATOMY OF THE THYROID 
GLAND 


RicHAarp F, WEISSBRENNER, M. D. 
Surgical Staff, Ravenswood Hospital 
CHICAGO 


The natural inference that the anatomy of 
the thyroid gland has been completely described 
in text-books is incorrect. One is surprised in 
reading the literature to find many facts of im- 
portance in the surgery of the gland not even 
mentioned. 

The object in presenting a paper on so com- 
monplace a subject as the anatomy of the thyroid 
gland is that research is finding not only new 
facts, but also anatomical relationships at vari- 
ance with generally accepted ideas. It is be- 
lieved that a knowledge of these facts will lessen 
the complications which may accompany surgical 
removal of the gland, and that a planned pro- 
cedure based on an intimate knowledge of the 
anatomy will simplify the technic and reduce 
the operating time—both factors of importance 
in determining the outcome. 

The thyroid gland is an essential organ com- 
mon to all vertebrates. It weighs from twenty 
to forty grams, and is usually larger in the 
female than the male. It consists of two lobes 
and an isthmus. The right lobe is frequently 
larger than the left. It is located in the neck 
and extends from the oblique line of the thyroid 
cartilage to the sixth tracheal ring. The isthmus 
is situated over the second, third, and fourth 
tracheal rings, and is continuous with the lateral 
lobes. It may be entirely absent. The gland 
surrounds the trachea, cricoid, and thyroid carti- 
lages. The superior pole may be invisible high 
up at the upper posterior lateral border of the 
thyroid cartilage. Sometimes the lower poles 
extend down below the sternum into the thoracic 
cavity. Accessory thyroid masses occur in the 
region of the upper poles along the trachea and 
occasionally about the arch of the aorta. 

Embryology. The thyroid gland is developed 
by a process of invagination and overgrowth 
from the portion of the respiratory tube which 
later becomes the pharynx. The remainder of 
this tube becomes the larynx, trachea, and lungs. 
The respiratory tube is developed from the por- 
tion of the primitive gastro-intestinal tract 
which becomes the esophagus. The glandular 
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portion is developed from endothelial cells, the 
capsule is mesodermic in origin. 

The thyroid develops as a cluster of cells jp 
the region of the pharynx from which the tongue 
is developed, the tuberculum impar of Hiss. Its 
location can be seen early and identified by the 
chromophile cells which are present. These 
chromophile cells are found in the anterior pitu- 
itary body, adrenals, and vegetative nervous sys- 
tem, and are a possible explanation of a common 
origin and inter-relation which these structures 
have. It also suggests the explanation for some 
symptoms in hyperthyroidism not accounted for 
by the thyroid alone. 

The gland grows downward from its point of 
origin to which it is connected by a duct, the 
thyro-glossal duct. This duct is patent in some 
lower forms, but in the human remains only asa 
vestige. Occasional cysts occur in the neck, 
always in the midline and usually above the 
hyoid bone near the base of the tongue. They 
are persistent portions of the thyro-glossal duct. 

Williamson and Pearse of London state that 
the thymus and thyroid are originally both neck 
organs. The thyroid in the human embryo is 
developed in the region of the gill arches and 
suggest a direct connection with the gill system 
in fish. In fish the lymph channels from the thy- 
roid empty into the inferior jugular vein and in 
higher types directly into the venous side of the 
heart. In man the gills are lost as is also the 
connection with the heart. The thymus gland 
is only present in animals (fish) when the direct 
connection with the heart is absent. Their ex- 
planation of the facts is that the gill thyro- 
venous system has a general respiratory function 
in fish which has been replaced in man by the 
thyro-thymic system which carried on the same 
function in a system without gills. Their con- 
tention is that the extra thyroidal lymph system 
is the connection between the thyroid and thymus 
and that the two glands should be considered as 
part of one system, and that the thymus is the 
lymph reservoir of the thyroid. The blood sup- 
ply and the nerve supply in both: glands are de- 
rived from the same source. They also suggest 
that some of the nerve arches of the thyro- 
thymus system through the sympathetic and 
vagus may persist and explain some of the heart 
symptoms found in hyperthyroidism with et 
ophthalmos. 
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The gland is covered by a distinct or true 
capsule from which projections enter into the 
substance of the gland dividing it into lobes and 


lobules. 
Outside of the true capsule of the gland is a 


laver of the deep fascia of the neck called the 
pretracheal fascia. This fascia is a part of the 
deep fascia which surrounds the entire neck, and 
is separated from the superficial fascia and skin 
by loose areolar tissue and fat. It is this layer 
of areolar tissue containing fat which makes it 
possible to retract the skin flap and expose the 
deep fascia. The skin flap consists of skin, 
superficial fascia which is very thin and is con- 
tinuous below with the fascia covering the pec- 
toral muscles and is attached above to the jaw. 
The platysma muscle is immediately beneath the 
superficial fascia. 

The pretracheal fascia covers the thyroid in 
front, gives off layers which cover the sternothy- 
roid, sternohyoid, the sternocleidomastoid, and 
the anterior belly of the omohyoid muscle. These 
muscles partly cover the gland and are either 
retracted or partially cut in exposing the gland. 
It gives off a layer which forms the anterior wall 
of the compartment which encloses the large 
vessels of the neck, the carotid arteries, the 
jugular vein, and the vagus nerve. Just before 
it continues on behind, it gives off a thin layer 
which is attached to the posterior outer border 
of the trachea and fixes the gland to this organ. 
The parathyroids, two on each side, lie on the 
inner surface of this layer of fascia close to the 
trachea, and are covered by a fascia of their own 
and separated from the gland by the true cap- 
sule. The pretracheal fascia then continues be- 
hind the trachea and is separated from the pre- 
vertebral fascia by a thin layer of areolar tissue, 
and is continuous with the pretracheal fascia of 
the other side. Above, the pretracheal layer of 
deep fascia is attached to the hyoid bone and 
below it blends with the pericardium. The por- 
tion which goes behind the trachea is attached 
above to the base of the skull and below blends 
with the covering of the large vessels at the base 
of the heart and terminates in the pericardium. 
The pretracheal fascia is important in that it 
forms a closed space which contains the thyroid, 
parathyroid, thymus, trachea, and esophagus, 
and forms the inner boundary of the space which 
contains the large vessels of the neck and the 
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vagus nerve. In the region of the isthmus and 
posterior median border of the gland, this fascia 
forms the anterior and lateral ligaments which 
attach the gland to the thyroid and cricoid carti- 
lages. These ligaments are cut in freeing the 
gland from the trachea and larynx. 

In the midline anteriorly it limits the longi- 
tudinal incision of the deep fascia above to the 
attachment to the hyoid bone. It is attached to 
the true capsule of the gland by a loose areolar 
tissue which makes extra-capsular removal of 
the thyroid surgically possible. Laterally it 
lessens the danger to the deep vessels of the neck. 

The blood supply of the thyroid. gland con- 
sists of the superior and inferior thyroid arteries. 
Sometimes a third artery, the thyroidea ima is 
present. It supplies the isthmus and arises in 
the innominate artery or directly from the arch 
of the aorta. 

The superior thyroid arteries are branches of 
the external carotid and are given off just above 
the point where the common carotid divides into 
the external and internal branches. The superior 
thyroid enters the lateral lobes at the superior 
poles and supplies the anterior portion of the 
gland. Its direction is from above downward, 
and is accompanied by the superior laryngeal 
branch of the vagus nerve which divides into 
an external and internal branch just before it 
reaches the upper pole of the thyroid gland. The 
remainder of the nerve supply consists of 
branches from the median and inferior cervical 
ganglion of the sympathetic. 

The importance, surgically, of the anatomical 
relation of the superior thyroid artery and the 
superior laryngeal nerve is based upon the follow- 
ing facts. The intrinsic muscles of the larynx 
control both respiration and phonation by their 
action on the vocal cords. Respiration is made 
possible by the adductors which hold the vocal 
cords apart. Phonation is due to the action of 
the adductors which draw the cords together. 
The cricothyroid muscles, by their action on the 
cricoid and thyroid cartilage, tense the vocal 
cords. The posterior portions of the cords are 
brought together by the adductor action of the 
inter-arytenoid muscles. Interference with those 
two muscles by injury to their nerve supply 
would produce a partial paralysis of the cords 
and interfere with normal phonation. “The 
usual teaching in anatomy and laryngology to- 
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day is that the superior laryngeal nerve is sen- 
sory to the mucous membrane of the larynx 
through its internal branch, and motor only to 
the cricothyroid muscle, and that the recurrent 
nerves are motor to the remainder of the larynx.” 

Lahey reports that in ten out of twelve 
larynges the interarytenoid muscles were also 
supplied by the internal branch of the superior 
laryngeal nerve, and in two cases these muscles 
were supplied by both the superior laryngeal 
nerve and the vagus. 

Nordland in nineteen dissections found 
eighteen supplied only by the internal branch of 
the superior laryngeal nerve. One received its 
supply from both the superior laryngeal and 
recurrent laryngeal nerve. The superior laryn- 
geal nerve lies parallel to and in close proximity 
to the superior thyroid artery. In view of the 
facts it would appear better to ligate the su- 
perior thyroid artery close to the capsule or by 
including a small portion of the superior pole as 
suggested by Kocher, and so lessen the danger 
of injury to the superior laryngeal nerve. This 
anatomical relationship may be the cause of in- 
terference with action of the vocal cords in cases 
where it is certain the recurrents were not in- 
jured. That is, some hoarseness is due to in- 
jury to the superior laryngeal nerve and is ex- 
plained by the nerve supply to the inter- 
arytenoid muscles as described. 

The inferior thyroid arteries are branches of 
the thyroid axis of the subclavian arteries. They 
pass through the pretracheal layer of the deep 
fascia in the areolar tissue which separates the 
true from the surgical capsule, pass upward 
along the posterior and latter aspect of the lower 
pole to enter the gland at the hilum. The in- 
ferior arteries supply the posterior aspect of the 
gland. 

The Recurrent Laryngeal nerve remains to be 
described. It is important because of its ana- 
tomical relations to the inferior thyroid artery 
and the danger of injury in removal of the thy- 
roid gland surgically. 

Gray states that the recurrent laryngeal nerve 
passes posterior to the inferior thyroid artery on 
both sides. The usual description places it close 
to the trachea in the groove between the trachea 
and esophagus, and separated from the gland by 
a layer of fascia. Lahey in the dissection of 
twenty-two cadavers found that on the right side 
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the nerve was more often anterior to the artery 
and was posterior on the left side. The same 
opinion is expressed by deQuervain. Nordland 
confirmed this finding, and says the layer of 
fascia is not always present. Since the recurrent 
laryngeal nerve may be anterior to the artery 
and farther from the trachea than usually de. 
scribed, it is safer to ligate the artery outside of 
the surgical capsule as suggested by deQuervain 
and others. It has the added advantage of posi- 
tive identification of the main artery with more 
definite hemostasis. 

The nerve supply of the thyroid is derived 
from the median and inferior cervical ganglion 
of the sympathetic and the superior laryngeal 
branch of the vagus. It is through the sympa- 
thetic and vagus that the inter-relationship be- 
tween the endocrines and the general nervous 
system is brought about. 

The veins of the thyroid gland consist of a 
plexus of large veins situated immediately be- 
neath the true capsule. ‘They drain into the in- 
ternal jugular vein. These veins anastomose 
freely and bleed profusely and require ligating 
at both ends to prevent troublesome hemorrhage. 
The internal jugular vein lies a little behind and 
slightly to the right of the common carotid 
arteries. Both vessels are covered by a layer of 
the pretracheal fascia, the same fascia which 
covers the thyroid gland. After removal of the 
lateral lobes of the thyroid the carotids can be 
seen pulsating in the bed of the gland and cov- 
ered only by the fascia. The necessity for care 
is self evident. 


The lymphatics of the thyroid gland are usu- | 


ally described as accompanying the veins and 
leaving the gland through the capsule to termi- 
nate in the superficial and deep cervical lymph 
glands. 

Williamson and Pearse describe a 
lymph system separate and distinct from this 
system which surrounds the primary follicle 
in the thyroid gland, and which are continuous 
with the lymph spaces which surround the 
lobules. These unite and leave the gland as 
channels at the hilum along with the arteries, 
and terminate in the thymus gland or accessory 
thymus tissue in the neck, usually in the region 
of the upper poles. They have named this the 
thyro-thymic system and consider the thymus as 
a reservoir for lymph formed in the thyroid 
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gland. It differs anatomically from the lymph 
system of the capsule in that it is a closed sys- 
tem independent of the cervical lymph glands, 
leaves the thyroid at the hilum with the arteries 
in place of the veins and always terminates in 
thymic tissue. (Thymus gland or thymus 
tissue, identified as thymus by the presence of 
Hassall bodies.) ‘They attribute special func- 
tions to this system which explains certain symp- 
toms in the toxic goiters especially of the ex- 
ophthalmic type. It also explains the presence 
of secondary tumors of the thyroid not connected 
with the cervical lymph glands. 
SUMMARY 

1. Embryology offers an explanation for the 

situation, relationship, and functions of struc- 


tures. 

2, A knowledge of the fascial planes of the 
deep cervical fascias increases the safety of the 
surgical removal of the gland. 

3. Ligation of the superior thyroid artery 
close to the capsule lessens danger of injury to 
the superior laryngeal nerve, and prevents in- 
terference with phonation in cases in which it 
is certain the recurrent laryngeal nerve was not 
injured. 

4, Ligating the inferior thyroid artery out- 
side of the surgical capsule lessens the danger to 
the recurrent laryngeal nerve, and lessens the 
danger of primary and secondary hemorrhage 
from the artery. ‘ 

5. A planned operation based on an intimate 
anatomical knowledge of the structures en- 
countered lessens the operative time and in- 
creases the margin of safety. 

4024 North Harding Avenue. 





ORGANIC SULPHUR IN THE TREAT- 
MENT OF SECONDARY ANEMIA 


Werner L, BenisHek, M. D., and Eric Tu. 
Hesse, Pu. D. 


JOLIET, ILL. 


The purpose of this paper is to study the 
action of organic heterocyclic sulphur prepara- 
tions on hematopoiesis in the treatment of sec- 
ondary anemia. 

Liver and liver extracts have been demon- 
strated as specific in the treatment of pernicious 
anemia and beneficial results have been ob- 
tained in cases of secondary anemia. This action 
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was in general attributed to the high copper 
content of the liver (Waddell'). Liver contains 
from 20 to 45 times as much copper as muscle 
tissue and to a great extent more than almost 
any other organ of the animal body. It has been 
shown that the liver has a copper content as high 
as 15 mg. per 100 gm. Elvejehm and Hart? of 
the University of Wisconsin found that copper 
acts as a supplement to iron in increasing hemo- 
globin in nutritional anemia in chicks. Waddell 
and his associates could show that the addition 
of small amounts of copper salts along with the 
iron brought about a prompt cure of an anemic 
condition produced in young rats by a diet of 
whole milk. These effects could never be dupli- 
cated on human beings with entirely satisfactory 
results, and up to the present time the action 
of copper as an important factor in the forma- 
tion of red coloring matter of the blood is not 
generally accepted.. A. Locke and E. R. Main® 
have demonstrated that a great number of toxin 
producing, sporeforming, anerobic or erobic 
bacteria need copper as a catalytic agent for cel- 
lular respiration. The authors mention that the 
copper content per 1,000 c.c. of moist substance 
of streptococcus viridans is as high as 1,060 mg., 
while that of the bacillus subtilis contains 340 
mg. and B. tetani 175 mg. of Cu. It was shown 
by these authors that the production of toxin 
by the diphtheria bacillus can be partially in- 
hibited by reducing the concentration of ionic 
copper available from its culture medium to a 
level which still supports normal growth. They 
also observed that in pernicious anemia a marked 
copper retention takes place, which may be as- 
sociated with the absorption of a Cu-carrying 
principle. Toxin producing, anerobic and spore- 
forming bacteria were found in greatly increased 
numbers in the stools of person suffering from 
the disease. 

It was recently shown by Locke* that copper 
free liver extract exerts a similar action as the 
copper containing preparation. It seems there- 
fore that the active principle of liver prepara- 
tion must be some other factor than copper. 
There is reason to believe that sulphur plays 
an important part. 

Von Bibra* showed an analysis with 0.965% S 
in the liver, 0.791% S in the heart, and 0.860% 
S in muscle tissue. Krueger® in his analyses to 
determine the sulphur present in human livers 
of different ages found that the liver of a mid- 
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dle aged man showed 0.0041 gm., while an 
infant aged only several hours presented 0.0183 
gm. sulphur in 100 gms. dry liver substance, 
i. e., 44% times as much. This storage in the 
liver of infants points to sulphur as an agent 
necessary for hematopoiesis and cellular growth 
in a direct or indirect manner. 

The Research Institute of the Lankenau Hos- 
pital in Philadelphia*® showed that the presence 
of lead salts in solution retards the growth of 
seedling roots by decreasing the reproduction rate 
of cells by division and that the plant, in order 
to overcome this handicap, combined the metal 
with an organic sulphur compound containing 
the SH group, possibly glutathione. It was 
also shown that these compounds are always 
present when through injury or other causes 
the rapid production of new tissues was required. 
Further tests indicated that sulfhydril bodies 
such as thiogycollic acid, cysteine and others, 
when administered to plants, will cause rapid 
growth of roots, and when furnished to the 
lower forms of animal life (paramecium) will 
stimulate vigorous growth by increase in cell 
number. Wounds on rats and humans treated 


with these compounds show a fine cellular growth 
and granulation. 

1, Chemistry: The purpose of this paper is to 
study the action of organic sulphur preparations. 
Mercaptans are found abundantly in animals. 
in the human urine methylmercaptan can be 
isolated after eating cabbage, cauliflower, aspara- 


gus, etc. It is also produced in the ileum and 
uscending colon by the action of certain micro- 
organism on proteins. It was found to be con- 
stantly present in the gases formed from the 
decomposition of normal feces (Nencki,’ Her- 
ter*). The action of heterocyclic compounds of 
sulphur as thiophene was studied by Gunar Hult- 
gren®, He found that subcutaneous administra- 
tion of thiophene has a feeble action, similar like 
benzene, on bone marrow to produce thrombo- 
cytes and leucocytes with polymorphic nuclei. 
He states thiophene to be a violent poison, caus- 
ing convulsions, muscular weakness, fall of blood 
pressure and finally death. No mention is made 
of oral administration, or intestinal injection of 
such bodies. 

We, therefore, attempted to study the effect 
of oral administration of heterocyclic hydrocar- 
oon sulphur compounds when made water soluble 
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by mild sulphonation and subsequent neutralizg. 
tion. The compound thus obtained represents g 
brown powder having a characteristic odor and 
iaste. It is entirely soluble in water, partially 
in ether and alcohol, incompatible with alkali 
carbonates and hydroxides, mineral acids and 
strong saline solutions. The product used ip 
these experiments was prepared as follows: An 
olefinic hydrocarbon oil is distilled, the disti. 
late mixed with sulphur and the mixture treated 
in the presence of a catalyzer (iron compound) 
under high vacuum with the aid of superheated 
steam. The resulting hydrocarbon sulphur 
bodies containing not less than 4.5 per cent, 
sulphur in heterocyclic structure are for the pur- 
pose of rendering them water soluble, refriger. 
ated and subjected to a quick treatment with 
chilled fuming, sulphuric acid, whereby only a 
small amount of sulphonated products ar 
formed. The sulphonic acid group is converted 
into a sulphonate. The end product is called 
“Compound X.” 

Also a compound of milk casein with this 
heterocyclic hydrocarbon sulphur compound 
was tried. It is prepared as follows: An aqueous 
solution of Compound X is mixed with an am- 
moniacal solution of casein and the mixture pre- 
cipitated with diluted sulphuric acid. The pre- 
cipitate is well washed to remove all inorganic 
salts and acid, filtered and dissolved in dilute 
aqua ammonia. The solution is dried at 50° C. 
in a high vacuum, It is called “Compound Y.” 

2. Ammal Experimentation: We asked two 
research institutes to carry out animal experi- 
ments. In the beginning we were especially in- 
terested in the action of Compound Y on hemo- 
globin production. The University of Chicago, 
Department of Physiology, studied the influence 
of Compound X upon the amount of hemoglobin 
present in chickens. The results tabulate as 
follows: 


No. of Compound X added 
chickens per 100 Ibs. feed 

12 0 85.5% 

6 1 90.0% 

6 1% oz. 96.3% 

6 2 ( 92.6% 

6 2% oz. 76.6% 


Average 
Hb Dare 


It is evident from this table that the addition 
of Compound X produced an increase in hemo- 


globin as long as not more than 14% oz. was 
added to each 100 lbs. of feed. Adding 2 02. pro 
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duced a slight decrease of hemoglobin, the average 
level however still being above the figure without 
Compound X and 24% oz. produced a steep fall 
due to the toxic effects of too large a quantity of 
Compound X, resulting in an enteritis. 

The next animal experiment was carried out 
by Dr. C. B. S. Evans in the Department of 
Physiology, Northwestern University. The pur- 
pose was to find out whether or not Compound Y 
could overcome an artificially produced nutri- 
tional anemia. A series of 24 white rats was 
given a whole milk diet until a satisfactory 
anemia was produced. Then 100 mg. of Com- 
pound Y per animal was added to the milk diet 
of 12 rats while the others continued without 
Compound Y. The average red count of all 
24 white rats on the day of starting of Com- 
pound Y was 6,741,000 cells. 


Average red count of 12 rats 
Fed milk without Compound Y...... 6,662,000 
Fed milk with 100 mg. Compound Y..8,210,000 


Corresponding to this increase in red cells in 
spite of the unfavorable influence of the diet we 
Starting from 


After2@days After43days 
7,236,000 
9,988,000 


found an increase in hemoglobin. 
an average hemoglobin reading for all 24. white 
rats of 60%, we could show that the rats with- 
out Compound Y presented an average hemo- 


globin of 49.6% after 43 days, while the Com- 


pound Y fed rats had reached an average of 


72.5%. From these tests Dr. Evans concluded 
that after a short period of hemoglobin volume 
decline follows a nearly steady level which is 
later succeeded by a rise above the starting point ; 
secondly, that there is a marked increase in the 
erythrocyte production. 

The third animal experiment was carried out 
by Dr. Evans on dogs. Two dogs, kept constantly 
in the same environment were bled 30 cc. bi- 
weekly over a period of 8 months. They were 
fed once daily a bread so composed as to sus- 
tain life indefinitely, but to prevent any increase 
in hemoglobin formation. The technic followed 
was the standard Whipple method. When a level 
had been reached at which the regeneration of 
hemoglobin following these induced hemorrhages 
was at a fairly constant minimum the dogs 
were fed a daily addition of 2 gms. of powdered 
Compound Y, the routine bleeding being con- 
tinued. Dog 1, which had finally reached a 
hemoglobin level of 36% due to the bleeding 
and a red cell count of 4,700,000, showed 4 weeks 
after the starting of Compound Y a hemoglobin 
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of 49.1% and a red cell count of 6,200,000. 
The findings in dog 2 were very similar. It 
furthermore should be noted that dog 1 before 
administration of Compound Y was so anemic 
that he would faint after running from his cage 
to the laboratory. After the first week of Com- 
pound Y administration he no longer fainted, 
but showed progressive increase in vigor, being 
able to do more exercise as the time went on 
and never was found to have fainted after his 
exertions, 

3. Clinical Investigation: Our attention was 
mainly directed toward those cases of secondary 
anemia where the primary causing factor was 
not obvious. We mean chiefly the condition 
which in German literature is frequently called 
“the simple constitutional anemia.” This type 
of patients show a more or less pronounced pal- 
lor, their vitality in work and physical exercise 
is greatly diminished and their resistance against 
infection is decreased. They complain about 
headache and sometimes backache, they tire 
easily and usually about the middle of the after- 
noon they are at the end of their strength. The 
cause of the anemia found in these cases is often 
not quite clear, but it is evident that the occupa- 
tion, long working hours, lack of sunshine and 
sleep and sometimes improper food play an im- 
portant role. 

The course of our experiments was as follows: 
We chose carefully among the patients to be 
treated those that were generally regarded as 
healthy except for their run-down condition. 
None of these patients were confined to bed. 
We saw to it that they continued their work to 
which they were assigned and that they lived 
the same life they were accustomed to. We 
especially arranged that no medicaments other 
than Compound Y was taken during the entire 
4 weeks’ test period. Compound Y was admin- 
istered in tablets, 5 grs. each, 3 tablets three 
times a day, totaling 45 grs. An initial and 
thereafter weekly blood count was taken, curves 
for red cells and hemoglobin readings were 
plotted and the weight of the patient before and 
after the treatment was determined. Of the 
great number of patients available for this type 
of work we chose forty who seemed to be typical 
representatives of the simple constitutional 
anemia, who promised to cooperate with us for 
the period of 4 weeks and whose blood counts 
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numbered between 2,500,000 and 3,300,000 with 
a hemoglobin between 50% and 65%. The 
same number of male and female patients were 
used. 

By means of our intermediate counts and 
plotted curves we could notice a distinct change 
after the first week. In almost all of our cases 
the hemoglobin line rose in a steeper curve than 
did the red cell line. The former, however, flat- 
tened out usually around the third week, while 
the latter continued to rise. In other words, the 
improvement was noted first in the hemoglobin 
and then in the erythrocyte count. Jointly with 
the improvement in the amount of blood we 
noticed an increase in the weight of the patients. 
At the end of our 4 weeks’ period practically all 
of our patients had gained weight, the increase 
ranging from a minimum of 2 lbs, to a maximum 
of 7 lbs. Most of them told us without our 


asking that their subjective condition was consid- 
erably improved, that they felt less tired and 
that their appetite had increased. 

Summarizing our final results we found that 
72% of our patients had returned to a normal 
count of 4% respectively 5 million red cells and 


to a hemoglobin reading of 80% or better. The 
remaining 28% had not reached the normal 
limit, mainly on account of the severity of their 
status before the treatment; however, all of them 
showed an improvement proportional to that 
found in the larger group. 

Some of our patients asked us at the end of 
the 4 weeks’ period to continue their treatment. 
We had, however, the opportunity of examining 
a few of our patients who had discontinued the 
treatment, after an additional period of 4 weeks. 
The findings were quite varying. While some 
had improved their hemoglobin reading and red 
cell count even above the figures found at the 
end of the first treatment period, we found others 
who had remained stationary and several who 
were below. We believe that this marked varia- 
tion is due to the individuality of the cases and 
depends on numerous factors which are uncon- 
trollable from an experimental standpoint. 

In a second group of 19 patients which was 
treated exactly like the first group we put all 
cases where the secondary anemia was caused by 
some known factor. This group included 
traumatic hemorrhages, metrorrhagias. post- 
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partum hemorrhages, post-operative anemias, 
hemorrhoids with profuse loss of blood and bleed- 
ing ulcers. Treatment was started in each cage 
immediately after the hemorrhage was controlled, 
Forty-five grs. of Compound Y was given and all 
other medicaments of hematopoietic nature were 
omitted, wherever possible. Depending on the 
severity of the previous loss of blood it required 
generally from four to eight weeks to restore the 
patient’s red cell count and hemoglobin to figures 
approximating normal. We realized, however, 
that this second group was not as convincing, 
due to the fact that there is a normal phsiolog- 
ical tendency of increased hematopoiesis in cases 
of acute hemorrhages. Still we believe that the 
administration of Compound Y produced an in- 
creased stimulus to the formation of blood which 
seemed to be absent in corresponding cases which 
were not treated. 

We have not as yet ascertained by what bio- 
chemical process in the animal body our favor- 
able results were obtained. Seyderhelm,", who 
founded the theory of the enteral genesis of the 
pernicious anemia, pointed out that liver therapy 
can succeed only when at the same time the in- 
testinal function returns to normal, i. e., the 
colon bacilli disappear from the stomach and the 
upper intestinal tract. Koessler and Maurer” 
see as cause of the pernicious anemia a formation 
of intestinal toxins due to lack of certain vita- 
mins. Numerous other theories of the enteral 
origin of primary and secondary anemia are ad- 
vanced, but none so far could bring definite 
proof. It is therefore easily possible that the 
administration of organic sulphur in form of 
our “Compound Y” produces changes in the in- 
testinal flora which bring about improvement of 
the secondary anemia by removal of its still un- 
known causing principle. Detailed experiments 
are being carried out at present on this subject. 

St. Joseph’s Hospital. 

SUMMARY 

1. A heterocyclic hydrocarbon sulphur case- 
inate has been developed. 

2. Experiments on chickens, rats and dogs 
prove the efficacy of this compound in hemato- 
poiesis and hemoglobin formation. 

3. Strict clinical investigation on forty pa- 
tients with a constitutional secondary anemia, 
otherwise healthy, corroborates the findings in 
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the animal experiments of a marked formation 
of red cells and hemoglobin. 

4, The bio-chemical process underlying the 
favorable results obtained is still unknown. Fur- 
ther research in this field, however, is being 


carried out. 
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THE USE OF GLUCOSE IN SURGICAL 
THERAPEUTICS 


R. W. McNzaty, M. D., F. A. C. S., and 
J. DANIEL WiLLEMs, M. D. 


CHICAGO 


This brief article deals with a subject which is 


very old, but which has some very modern as- 
pects. 

Sugar has been used as a medicine for about 
four thousand years, The ancient Hindu priests 
scraped the minute sugar crumbs from the stalks 
of sugar cane and used them on wounds. The 
Egyptian priests were familiar with its uses as 
well. In the Bible, honey, which is sugar, is 
often mentioned. During the middle ages sugar 
was widely used as an application to wounds to 
promote healing and to prevent putrefaction. 

About fifty years ago its use became more 
firmly established upon a more scientific basis, 
and since about the year 1900 it as formed the 
subject for a great many brilliant researches. 
Today we have glucose, also called dextrose, 
which is the ultimate refinement of the old 
sugar. Glucose can be regarded not only as an 
almost perfect food, but also as an important 
therapeutic agent. 

At this point we wish to make it clear that we 
are not concerned here with diabetes, nor any 
other general systemic disease in which the nor- 
mal sugar metabolism of the body is changed. 
Nor with pharmacologic or other actions which 
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glucose has or might have, such, for instance, as 
appears in the treatment of varicose veins. We 
shall limit ourselves to the more common surgi- 
cal conditions and their complications. 

Let us now look into the normal physiological 
aspects of glucose metabolism. Glucose is neces- 
sary for the normal functioning of the human 
body. It is absorbed from the small intestine, 
stored in the liver as glycogen, distributed 
throughout the body by the blood stream and 
metabolized by the body cells, more especially 
the muscle cells. In the process of this metabo- 
lism each glucose molecule is broken up into six 
molecules of water and six molecules of carbon 
dioxide. At the same time there is energy and 
food furnished to the body cells. There is no 
residue, no waste product. The entire process 
is the normal physiological course of events in 
the living and functioning body. 

This brings us to the point which we wish to 
make, which we have led up to in this somewhat 
elementary discussion—there is no better way by 
which water can be brought into the tissues of 
the body at the very moment when the cells re- 
quire fluid by reason of their metabolic activity 
in acquiring food and transforming it into en- 
ergy. Water is absolutely essential to all living 
cells, more especially when the tissues are in a 
state of water depletion. 

This fact, that each molecule of glucose is 
metabolized completely, leaving six molecules of 
water within the tissue cells while furnishing 
food and energy to them, has not been suffi- 
ciently stressed by physiologists and has not been 
completely understood by many surgeons. 

Now let us pass on to the therapeutic aspects 
of glucose. And let us base our therapeutics 
upon the principles of physiology, just stated 
above. It is probably safe to say that therapeutic 
measures which are based upon normal physio- 
logical ‘actions are safe and beneficial measures, 
while unphysiological methods of treatment may 
get us into trouble. With these points clearly 
in mind we can now make a broad general state- 
ment in this way: 

Glucose solution is indicated in any disease 
condition or in any postoperative condition in 
which the tissues require water, energy and food. 

Some of the more important of such condi- 
tions are the following: traumatic shock; hemor- 
rhage, especially slow, protracted bleeding; bili- 
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ary tract disease, with or without jaundice; hepa- 
titis; dehydration; emaciation, such as is due to 
cancer, especially cancer of the esophagus, stom- 
ach, or bowel, where the patient cannot use food 
by mouth; peritonitis; chronic infections, such 
as prostatitis, salpingitis, empyema; surgical 
conditions in the presence of chronic alcoholism ; 
tetanus, when the patient cannot swallow; and 
last, but far from least, postoperatively glucose 
should be given routinely (a) when the opera- 
tion has lasted a long time; (b) when there was 
a large amount of anesthetic used; (c) when the 
loss of blood was considerable; (d) when there 
is the possibility of severe postoperative shock, 
and (e) when there is the slightest possibility 
of postoperative peritonitis. 

The last phase of this paper deals with meth- 
ods of administration of glucose solution. 

The first consideration regards the tonicity of 
the solution. All infusions, of whatever nature, 
should have the same osmotic tension as the 
blood and tissue fluids. By actual experiment 
and by theoretical calculation it has been found 
that a five per cent. solution of glucose in water 
is practically physiologically normal.* To make 
such a solution is a very simple matter. It is 
only necessary to place fifty grams of glucose, 
using, if desired, any of the various sterile her- 
metically sealed ampules now on the market, into 
a sterile flask and to add sterile redistilled water 
to make a thousand cubic centimeters. One liter 
is the unit of administration. 

The least troublesome way to introduce the 
solution, which is also the simplest and most 
nearly fool-proof way, is by hypodermoclysis into 
the loose tissues of the axillary regions, This 
method is harmless and often entirely painless, 
and the rate of administration is automatically 
regulated by the speed with which the tissues 
absorb the solution. By this method we have 
never obtained a reaction, and have never pro- 
duced a slough at the site of injection. 

In emergencies glucose can be given by veno- 
clysis. The rate of administration should be less 
than two drops per second. Too rapid a rate 
may cause a reaction, or a hyperglycemia fol- 
lowed by a renal glycosuria with loss of large 
quantities of the solution just introduced. There 
may also result a pancreatic stimulation to over- 
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production of insulin with subsequent hypo. 
glycemia. 

Glucose should never be given in the form of 
an enema or as a rectal drip. Sugar by rectun 
is of little or no praetical nutritional value? }j 
has been shown by experiments on dogs and on 
humans that the colon does not absorb glucose 
to any appreciable extent and that it may even 
hinder the absorption of other substances.* 

This paper can be summarized in three sen- 
tences as follows: 1. The administration of glu- 
cose solution is a normal physiological method 
of supplying the body tissues with water, energy 
and food. 2. Glucose solution is indicated both 
preoperatively and postoperatively in all condi- 
tions in which the tissues require water, energy 
and food. 3. Glucose is best administered in 
five per cent. aqueous solution of hypodermo- 
clysis, 

30 North Michigan Avenue. 

1. Willems, J. D., and McNealy, R. W.: Glucose Solution— 
Its Optimum Concentration for Therapeutic Administration. 
Northwest Medicine, 1929. XXVIII, 829 (July). 

2. McNealy, R. W., and Willems, J. D.: The Absorption of 
Glucose from the Colon. Surgery, Gynecology and Obstetrics, 
1929, XLIX, 794. 

8. McNealy, R. W. and Willems, J. D.: The Absorption of 


Dextrose from the Colon. Archives of Surgery, 1931, XXII, 
649 (April). 





Society Proceedings 


CENTRAL ILLINOIS MEDICAL SOCIETY 

The Fifty-Sixth Annual Convention of the Central 
Illinois Medical Society was held in Pana on Tues- 
day, April 26. 

More than fifty members of the Society from Cen- 
tral Illinois and Southern Illinois counties attended 
the sessions, 

Clinics were held at the Huber Memorial Hospital 
as follows: 

Surgical Clinic—Dr. F. E. Smith. 

Chest Clinic—Dr, D. O. Lindberg. 

Discussion of “Urologic Roentgenography”’—Dr. H. 
J. Burstein. 

At the afternoon session at the New Frances Hotel, 
following the luncheon wihch was served at the noon 
hour at the hotel, Dr. F. Flinn gave a lecture on 
“X-Ray Finding in Pneumoconosis,” while Dr. Dean 
Stanley gave a paper on “Diagnosis and Treatment of 
Coronary Thrombosis.” Dr. A. A. Mertz gave a pa 
per on “Parathyroidism with Parathyroidectomy.” 

Annual election of officers was held at the business 
meeting. 

The new officers are as follows: President, Dr. F. 
Buckmaster, Effingham; vice-president, Dr. Ben Miller, 
Palmer; secretary-treasurer, Dr. F. A. Martin, Pana; 
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censors, Dr. Ciney Rich, Decatur; Dr. Walter Bur- 
gess, Pana; Dr. H. E. Monroe, Shelbyville. 





LIVINGSTON COUNTY 

The March meeting of the Livingston County Med- 
ical Society was held March 20 at Pontiac, Ill., at 
which time Dr. Hills of Chicago was scheduled as 
speaker of the evening, but finding shortly before the 
meeting that he would be unable to fill the engagement, 
Dr. Holbrook, urologist, and Dr. Malcolm, obstetrician, 
both of Peoria, gave very beneficial discussions on 
their separate specialties. Following Dr. Holbrook’s 
talk, Dr. E. P. Sloan of Bloomington gave the subject 
considerable discussion. 

Dr. Eva M. Wilson, medical director of the ladies 
reformatory of Dwight, Ill, gave a discussion of med- 
ical equipment and conditions of the reformatory. 

A number of guests from various counties were 
present. A very beneficial and enjoyable evening was 
spent. 

H. L. ParkHILL, 
Secretary, L. C. M. S. 





PIKE COUNTY 

The Pike County Medical Society met in Pittsfield, 
April 28. .A sumptuous turkey dinner was served at 
the Mary Ann Cafe. The program was given at the 
Lions Club. The first number on the program was a 
very complete, comprehensive and scientific paper on 
“Infant Feeding,” by Dr. J. H. Rutledge of Nebo. 
This paper was very well received and was discussed 
by several of those present, but principally by Dr. Geo. 
Drennan of Jacksonville. 

The second number was a paper on “The Medical 
Treatment of Gastric Ulcer” and was given by Dr. 
A. G. Hofferman of Springfield. This paper was com- 
plete in all phases of the subject; diagnosis, diet, treat- 
ment, complications, prognosis; especially dwelling upon 
rest, diet, proper medication, maintaining that a very 
large part of all cases may be cured by such measures. 
Also, he called attention to the many apparently cured 
cases that recur after a period of several years. 

The third paper, “The Surgical Treatment of Gas- 
tric Ulcer,” was given by Dr. H. H. Tuttle of Spring- 
field. He gave the latest, the best and most con- 
servative ideas on this subject in a most impressive 
manner, going into all phases of the subject and its 
complications in an exhaustive way. 

The two papers on gastric ulcer were discussed by 
several, but principally by Dr. Carl E. Black of Jack- 
sonville and Dr. Chas. D. Center of Quincy. Some 
interesting cases were cited, and especial weight placed 
upon the importance of using every possible means in 
evaluating the patient as a surgical risk. 

The annual election resulted in the choice of Dr. 
J. H. Rutledge of Nebo as president, Dr. J. E. Good- 
man of Pleasant Hill as vice-president, and Dr. F. 
N.. Wells of Pittsfield as secretary-treasurer. Dr. 
S. B. Peacock of Pittsfield was elected delegate to the 
State meeting, and Dr. W. W. Kuntz of Barry, 
alternate, 
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The secretary was instructed to report the neces- 
sary steps to be taken to change the date of the 
annual election to January. The usual resolutions 
thanking those who gave the program, and the hosts 
of the day, were passed, and invitation to meet in 
Nebo in July was accepted. 

F. N. WELts, Secretary. 





Personals 


Dr. Edward S. Murphy, Dixon, was elected 
president of the Illinois Tuberculosis Associa- 
tion at its recent annual meeting in Danville. 

Dr. Sidney J. Silbar, Milwaukee, addressed 
the Chicago Urological Society, May 25, on 
“Pain as a Diagnostic and Prognostic Symptom 
in Gonorrhea.” 

Dr. Ben Z. Rappaport, Chicago, addressed the 
Peoria City Medical Society, May 3, on “Diag- 
nosis and Treatment of the Common Allergic 
Conditions.” 

Dr. William T. Coughlin, St. Louis, dis- 
cussed “Brain Tumors That Are Overlooked” 
before the St. Clair County Medical Society 
in East St. Louis, May 5. 

At a recent meeting of the Chicago Society 
of Allergy, Dr. Leon Unger was made president, 
and Dr. Meyer R. Lichtenstein, secretary. Dr. 
Isadore Pilot is vice-president. 

Dr. J. C. Westervelt, Shelbyville, recently 
completed fifty-four years in the practice of 
medicine; Dr. Westervelt has served also as 
mayor of the city for several terms. 

At the meeting of the Chicago Pediatric 
Society, May 17, the speakers included Drs. 
Charles A. ‘Aldrich, Winnetka, on “An Anomaly 
of the Brain,” and Bert I. Beverly on “Con- 
genital Atresia of the Duodenum.” 

A symposium on Perthes’ disease was con- 
ducted before the Chicago Roentgen Society, 
May 11. The participants included Drs. Dallas 
B. Phemister, Robert C. Lonergan, Marcus H. 
Hobart and Gentz Perry. 

A symposium on nephritis constituted the pro- 
gram of the Adams County Medical Society, 
Quincy, May 9; the speakers were Drs. Richard 
A. Harris, Walter M. Whitaker and Seldon 
R. Hoover, Jr., all of Quincy. 

The Chicago Council of Medical Women will 
be addressed, June 3, by Drs. Katharine M. 
Howell on “Vaccine Therapy in Arthritis,” and 
Ernestine V. Kandel, “Blood Findings and 
Therapy in the Anemias.” 
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Dr. Norman W. Roome addressed the Chicago 
Surgical Society, May 6, among others, on 
“Effect of Hemorrhage on Lowered Blood Pres- 
sure,” and Drs. Victor L. Schrager and Earl 
0. Latimer, “Carcinoma of the Bile Duct.” 

The portrait of Dr. John R. Neal, president 
of Illinois State Medical Society, 1932-1933, 
appears in this issue of the Journal as a sup- 
plement. 

Dr. Morris Fishbein lectured at the Univer- 
sity of Illinois College of Medicine, under the 
auspices of the Research Club and II K E 
Honorary Fraternity, on “Foods, Fads and Fol- 
lies,’ on Wednesday, May 18. 





News Notes 


—The new officers of the Chicago Tubercu- 
losis Society for 1932-1933 are as follows: 
President, Minas Joannides, M. D.; vice-presi- 
dent, Ellis B. Freilich, M. D.; secretary-treas- 
urer, 0. C. Schlack, M. D. Trustees, Samuel 
A. Levinson, M. D., Robert S. Berghoff, M. D., 
and Jerome R| Head, M. D. Publicity com- 


mittee, Edward P. Troy, M. D., Robert H. 
Hayes, M. D., and Julius Novak, M. D. 

—The annual meeting of the Sigma Xi Chap- 
ter of the College of Medicine, University of Illi- 


nios, was held May 12. Fifteen members were 
elected, and twenty-two associate members. 


Dr. F. R. Moulton, past president of the Na- 
tional Convention, and Dr. L. B. Wilson, na- 
tional president, gave addresses. Northwestern 
Chapter was represented by Dr. L. B. Arey, pro- 
fessor of anatomy, and president of the chapter. 
Professor E. 8S. Bastin represented the Univer- 
sity of Chicago Chapter. 

The scientific program was: 

“New Studies on the Thyroid Gland,’ Dr. G. 
Zechel. 

“The Histogenesis of the Valvular Lesions in 
Endocarditis Lenta (Subacute Bacterial Endo- 
carditis), Dr. R. H. Jaffe. 

Each year the Sigma Xi presents a prize to 
the student doing the most important research 
during the year. This competition is confined 
to undergraduates. The prize this year was 
awarded to Mr. Edgar A. Thacker, subject “A 
Study of the Physiological Action of Irradiated 
Ergosterol.” 
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The University of Illinois College of Medicine 
is unique in that it is the only independent chap. 
ter connected with a medical college. The only 
similar organzation is at the Mayo Institute, 
The University of Illinois and the University 
of Minnesota are the only universities each hay- 
ing two distinct chapters. 

The officers elected for the coming year are: 
Charles 8. Williamson, president; W. J. R. 
Camp, vice-president; Isadore Pilot, treasurer, 
and William H. Welker, secretary. 

—The tumor clinic of the Michael Reese 
Hospital has acquired 4.5 Gm. of radium, of 
which 4 Gm. will be used in the form of a 
radium “bomb.” 

—The state department of registration and 
education revoked the license of Amante Ron- 
getti, May 4, on the ground of his conviction 
of manslaughter. 

—The Chicago Medical Society offered its 
services to the schools of the city during Youth 
Week, May 9-14, in order that as many children 
as possible receive physical examinations dur- 
ing that period. 

—The Chicago Gynecological Society was 
addressed, May 20, among others, by Dr. George 
F. Hibbert on “Significance of the Streptococcus 
in Trichomonas Vaginalis Vaginitis.” 

—The Chicago Society of Internal Medicine 
was addressed, May 23, among others, by Drs. 
Chauncey C. Maher on “Effects of Intravenous 
Quinidine Sulphate on the Fibrillating Auricle,” 
and Harry A. Singer, “Valvular Pneumoper- 
itoneum.” 

—Alumni of Rush Medical College will hold 
their annual reunion, beginning June 9 and con- 
tinuing through June 15. Clinics will be held 
on June 13 at Rush Medical College and on 
June 14 at Billings Hospital. On June 13 the 
classes of 1882 and 1912 will meet at special 
banquets. 

—The Henry County Medical Society was 
addressed at Kewanee, May 5, by Drs. Wil- 
liam Thalhimer and Carl A. Hedblom, Chicago, 
on “Diagnosis of Poliomyelitis in the Preparaly- 
tic Stage, and the Therapeutic Use of Convales- 
cent Poliomyelitis Serum” and “Differential 
Diagnosis and Treatment of Acute Abdominal 
Lesions.” 

—The Chicago Pathological Society was 
addressed, May 9, by Drs. Hugh A. McKinley 
and Arthur Weil on “Tumors cf the Hypophysis 
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Associated with Internal Hydrocephalus”; Dr. 
Isadore Pilot, “Lymphogranuloma Inguinale” ; 
Cornelius S. Hagerty and Dr. Willis Stanley 
Gibson, “Carcinoma of the Stomach in a Child 
Three Years of Age,” and Drs. Eugene C. 
Piette, Oak Park, and Eugene F. Traut, 
“Pontile Hemorrhage in a Young Woman.” 

—The seventh annual postgraduate clinics by 
the attending staff of Cook County Hospital 
will be held under the auspices of the Chicago 
Medical Society, June 6-18. The object of the 
clinics is to furnish information which will aid 
the practicing physician in the diagnosis and 
treatment of the more important medical and 
surgical diseases. Special emphasis will be given 
to diagnosis, operative technic, pathology and 
the recent advances in medicine and surgery. 
The clinics will be divided into two main groups 
—medical, including the medical specialties, and 
surgical, including the surgical specialties. They 
will be held simultaneously throughout the day 
in two large amphitheaters. Special demonstra- 
tions in obstetrics and gynecology will be ar- 
ranged. A fee of $10 is charged to cover the 
expense of organization. 

—The Tri-City Medical Society held their 
annual meeting last night in La Salle. The 
following officers were elected: President, Dr. 
J, F, Lewis; vice-president, Dr. Jos. Terrando, 
and secretary, Dr. F. J. Maciejewski. The so- 
ciety adopted resolutions of regret in the death 
of Dr. A. H. Hattan of Peru. 

—In January, 1931, following the death of 
Mr. Albert B. Kuppenheimer, it was announced 
that he had bequeathed $1,000,000 to the Uni- 
versity of Chicago for research and study in the 
field of venereal diseases. At a recent meeting 
of the board of trustees of the University of 
Chicago, the Albert B. Kuppenheimer Founda- 
tion was established and a committee was ap- 
pointed to allocate the funds. This committee 
is composed of Drs. Joseph L. Miller, clinical 
professor of medicine; Oliver S. Ormsby, clini- 
cal professor of dermatology, Rush Medical Col- 
lege; Samuel W. Becker, associate professor of 
dermatology; Oswald H. Robertson, professor 
of medicine and acting chairman, department of 
medicine; Dallas B. Phemister, professor of sur- 
gery and chairman of the department of sur- 
gery; Fred L. Adair, professor of obstetrics and 
gynecology; Franklin C. McLean, director, 
University of Chicago Clinics, and Frank R. 
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Lillie, Se.D., dean, Division of Biological 
Sciences. The bequest, which has suffered con- 
siderable shrinkage since the original announce- 
ment, has been turned over to the university. 
In accordance with the terms of the bequest, 
the income is to be expended wholly within 
the University of Chicago, of which Rush 
Medical College is a part. 

—The program for the May meeting of the 
Chicago Society of Allergy was as follows: 

“Rabbit Skin Tests with Pollen Extracts.”— 
H. W. Cromwell & Marjorie D. Moore (by in- 
vitation). 

“Classification and Identification of Hay 
Fever Pollens.”—0O. C. Durham (by invitation). 

—Women’s auxiliary to the Rock Island 
County Medical society elected the following 
officers at the last meeting of the season last 
night at the LeClaire hotel: President, Mrs. 
W. D. Chapman, Silvis; vice-president, Mrs. 
F. E. Bollaert, East Moline; secretary, Mrs. Il. 
P. Miller, Rock Island; treasurer, Mrs. H. A. 
Beam, Moline. 





Deaths 


Henry Ernest Beck, Moline, Ill.; National Med- 
ical University, Chicago, 1906; member of Illinois 
State Medical Society; aged 62; died, May 16 from 
injuries received in an automobile accident, May 4. 

PETER THOMAS Burns, Chicago; Northwestern Uni- 
versity Medical School, Chicago, 1891; a Fellow A. 
M. A.; for many years assistant professor of anatomy 
at his alma mater; aged 67; died, May 10, of myocar- 
ditis. 

Ezra Dwicut CHAsE, Chicago; Northwestern Uni- 
versity Medical School, 1905; a member of Illinois 
State Medical Society, on staff of Garfield Park Hos- 
pital; aged 50; died, May 2, of chronic myocarditis. 

JoHN Harvey CoPENHAVER, Bellflower, Ill.; Uni- 
versity of Illinois College of Medicine, 1903; a mem- 
ber of Illinois State Medical Society; aged 55; died, 
April 26, of carcinoma of the intestines. 

Georce E. Dienst, Aurora, Ill.; National Medical 
College, Chicago, 1898; aged 74; died, April 10, of 
senility. 

JoHN WiLL1AM Dosson, Moweaqua, IIl.; University 
of Michigan Medical School, Ann Arbor, 1892; aged 
67; died, April 15, of coronary thrombosis. 

WESLEY Witson Duncan, Sorento, IIl.; American 
Medical College, St. Louis, 1878; Civil War veteran; 
aged 91; died, April 12, of acute bronchitis. 

Henry EnwRHARDT, Beardstown, IIl.; Missouri Med- 
ical College, 1877; aged 79; died, May 12, of chronic 
- myocarditis. 

CiarENcE Ray Essex, Galesburg, Ill.; St. Louis 
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College of Physicians and Surgeons, 1905; member of 
the Illinois State Medical Society; aged 50; on the 
staff of St. Mary’s Hospital, where he died, April 22, 
of coronary occlusion. 

Epwarp ALBERT Fotey, Dunning, IIl.; Northwestern 
University Medical School, 1886; assistant manager of 
Chicago State Hospital and member of Illinois State 
Medical Society; died, May 17, of myocarditis. 

WiuraM H. Frazer, Taylorville, Ill.; St. Louis Col- 
lege of Physicians and Surgeons, 1894; member of 
Illinois State Medical Society; aged 72; died, May 6, 
of arteriosclerosis and cerebral hemorrhage. 

Mary D. Grssons, Oak Park, Ill.; Hahnemann Med- 
ical College and Hospital, Chicago, 1888; aged 81; 
died, April 21, of coronary sclerosis and nephrolithiasis. 

Eton B. Grveert, Geneseo, Ill.; Jefferson Medical 
College of Philadelphia, 1885; a Fellow, A. M. A.; 
formerly president of the board of health of Geneseo; 
on the staff of the J. C. Hammond City Hospital; 
aged 72; died in April. 

NicHotas JoHN HAMILTON, Moline, IIl.; College 
of Medicine and Surgery, Chicago, 1886; aged 80; 
died, May 4, of myocarditis, in the city hospital. 

SaMueEL N. Harvey, Chicago; Bellevue Hospital 
Medical College, 1875; a member of Illinois State 
Medical Society and staff member of Illinois Central 
Hospital; aged 79; died, May 20, in that hospital, of 
carcinoma of the pancreas. 

Avsert H. Harran, Peru, Ill.; American Medical 
College, St. Louis, 1877; Chicago Homeopathic Med- 
ical College, 1893; aged 74; died, April 26, in Cadiz, 
Ohio, of heart disease and arteriosclerosis. 

Marion HENprIcKSON, Johnston City, Ill.; St. Louis 
College of Physicians and Surgeons, 1897; aged 62; 
died suddenly, April 25, of myocarditis. 

James Ravcpu Hicerns, Gillespie, Ill.; St. Louis 
University School of Medicine, 1913; a Fellow, A. 
M. A.; served during the World War; aged 45; died, 
April 18, at the St. Francis Hospital, Litchfield, of 
heart disease. 

Witt1AmM DanieL HoHMANN, Kewanee, Ill.; Balti- 
more Medical College, 1890; member of Illinois State 
Medical Society and former president of Henry County 
Medical Society and chief of staff of St. Francis Hos- 
aged 64; died, May 8, of pulmonary tuberculosis. 

Moses A, Karot, Decatur, Ill.; Loyola University 
School of Medicine, 1819; surgeon in charge of Wa- 
bash Employees Hospital and on staffs of Decatur 
and Macon County and St. Mary’s Hospitals; aged 
39 years; died, April 24, at Frances Willard Hospital, 
Chicago, of lobar pneumonia. 

JoHN WiLLIAM Lanpcrar, Seneca, Ill.; Northwest- 
ern University Medical School, Chicago, 1909; a Fel- 
low, A. M. A.; aged 45; died, April 18, in the Ryburn- 
King Hospital, Ottawa, of injuries received when his 
car, which he was having greased, overturned on him 
from a hydraulic lift. 

James Mcliwain, Okawville, Ill.; University of 
the City of New York Medical Department, 1868; 
member of the Illinois State Medical Society; aged 88; 


died, April 20, of influenza and arteriosclerosis. 
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Arno MEYER, Chicago; College of Medicine 
Surgery (Physio-Medical), Chicago, 1910; a Fellg 
A. M. A.; formerly a druggist; aged 53; died, April: 
2, of valvular heart disease. a 

SAMUEL Ross MILLER, Bismarck, Ill.; Rush Medi 1 
College, Chicago, 1878; aged 82; died, March 20, in 
La Fera, Texas, of senility. 

SetH THOMAS MorriLL, Martinsville, Ill.; Rush” 
Medical College, Chicago, 1887; aged 72; died, Des 
cember 30, 1931. 

Joun Nigss, Carmi, Ill.; St. Louis University Shoal | 
of Medicine, 1907; a member of Illinois State Medical” 
Society; aged 52; died from the effects of lysol self” 
administered at the home of his sister in Belleville, 
May 14. 

CHARLOTTE ALDEN NorrteLt, Oak Park, IIl.; Unik” 
versity of Illinois College of Medicine, 1906; onl ‘ti 4 
died, May 18, of myocarditis. 3 

JoHn Witt1am O’SHEA, Chicago; Chicago College 
of Medicine and Surgery, 1915; served during 
World War; on the staff of the Hospital of St. An-_ 
thony de Padua; aged 48; died, April 3, of encephalitis, 

Joun C. Owens, Plainfield, Ill.; Syracuse University 3 
College of Medicine, 1881; aged 75; died, April 2, in 
Detroit, of diabetes mellitus and myocarditis. 4 

WuuiAM J. J. Parts, Rosiclare, Ill.; University of 
Tennessee Medical Department, Nashville, 1882; mem- 7 
ber of the Illinois State Medical Society; aged 78} ~ 
died, March 21, of pneumonia, a 

JouN -EMery Recep, Benton, IIl.; Missouri College of 
Medicine and Science, St. Louis, 1910; a member of 7 
Illinois State Medical Society; past president of Frank- © 
lin County Medical Society; president-elect of South- ~ 
ern Illinois Medical Society; a veteran of the World ~ 
War; aged 52; died, April 25, of coronary occlusion. 7 

Epwarp E, ReEININGER, Oak Park, IIl.; Chicago © 
Homeopathic Medical College, 1888; for many years” 
on the staff of the Cook County Hospital, Chicago; © 
aged 76; died, April 10, of carcinoma of the left side ~ 
of the pharynx and rima glottidis. q 

Everett Douctas Ropcers, Chicago; Miami Medi- ~ 
cal College, Cincinnati, 1884; aged 71; died, April 16, © 
of chronic myocarditis. 4 

Joun A. Stevenson, Chicago; Queen’s University — 
Faculty of Medicine, Kingston, Ont., Canada, 1894; ~ 
aged 61; died, April 4, of intestinal obstruction and 
thrombosis. q 

WituraM Barp WAKEFIELD, Peoria, Ill.; University 7 
of Illinois College of Medicine, 1907; a member of © 
Illinois State Medical Society; aged 47; died, May | 
11, of general arteriosclerosis. 3 

THoMAS ANDREW WALLACE, Clayton, Ill.; 
Medical ‘Chicago, 1899; aged 71; 
May 1. 

Epwarp Newsy WHEELER, Decatur, IIl.; 


National 
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Rush Med- ~ 
ical College, Chicago, 1878; Civil War veteran; aged” 
86; died, March 10, in St. Mary’s Hospital, of pnew- 
monia, 
HARRY 
Medicine and Survey, 1917; aged 37; 
of chronic myocarditis and nephritis. 


Chicago College of | 
died, April ~ 


O. Wiseman, Chicago; 








